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RURAL  HEALTH  CARE:  SPECIAL  NEEDS  OF 
OUR  RURAL  COMMUNITIES 


TUESDAY,  AUGUST  10,  1993 

U.S.  Senate, 
Subcommittee  on  Labor,  Health  and  Human 
Services,  and  Education,  and  Related  Agencies, 

Committee  on  Approprl^.tions, 

Medford,  OR. 

The  subcommittee  met  at  10:04  a.m.,  at  Smullin  Center,  Rogue 
Valley  Medical  Center,  2825  Barnett  Rd.,  Medford,  OR,  Hon.  Mark 
O.  Hatfield  presiding. 

Present:  Senator  Hatfield. 

nondepartmental  witnesses 

opening  statement  of  senator  HATFIELD 

Senator  Hatfield.  The  hearing  will  please  come  to  order.  I  want 
to  welcome  you  all  to  this  hearing  under  the  auspices  of  the  Senate 
Appropriations  Committee.  We  are  here  to  gain  understanding  and 
information  from  those  of  you  who  have  been  invited  to  testify. 

Let  me  explain  the  procedure  we  are  following  today.  I  may  call 
on  Mr.  Rolla  to  give  us  the  expert  definitions.  It  is  not  terribly  com- 
plex, but  we  will  be  hearing  by  remote  satellite  television  link-up 
some  of  our  witnesses.  I  will  interact  with  them,  but  not  in  a  nor- 
mal dialog  because  there  is  a  timeframe  in  which  we  have  to  pause. 

This  will  not  be,  as  you  might  think,  like  the  Biomedical  Infor- 
mation Communication  Center  system  that  we  have  at  the  Oregon 
Health  Sciences  University,  where  you  have  clear  image  and  you 
have  true  dialog.  This  will  be  a  little  different  than  that.  Neverthe- 
less, it  will  provide  us  with  communication. 

I  want  to  emphasize  the  important  technology  that  we  are  using 
today,  because  its  capabilities  give  us  so  much  opportunity  in  the 
field  of  rural  health  care  by  providing  access  to  information  and  ex- 
pertise. 

Some  time  ago,  I  had  the  experience  of  watching  a  lecture  to  a 
fourth-year  class  at  the  Oregon  Health  Sciences  University  in  Port- 
land, OR,  which  was  delivered  from  Lakeview,  OR.  There  was  a  pa- 
tient, on  which  the  doctor  in  Lakeview  was  explaining  certain  diag- 
nosis, and  he  was  interacting  with  the  students,  fourth-year  stu- 
dents up  on  the  hill  in  Portland. 

Now,  I  know  that  to  all  of  you  that  technology  is  fairly  elemen- 
tary. The  important  point  I  want  to  make  this  morning  is,  as  we 
come  to  Medford  for  this  particular  hearing,  that  there  are  a  lot  of 
resources  in  this  State,  as  well  as  other  States,  in  the  most  rural 
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parts  of  the  State,  and  that  those  resources,  through  this  kind  of 
technology,  are  being  fed  into  the  center  of  medical  education  in 
Portland. 

The  assumption  often  is  that  all  the  wisdom  is  in  Portland.  All 
the  wisdom  is  on  the  hill,  and  yet  at  the  same  time  the  hill  can 
be  a  resource  to  reach  out  and  be  accessible  to  people  all  over  the 
State,  the  resources  in  Lakeview,  OR,  are  being  fed  back  to  maxi- 
mize resources.  So  when  we  see  this  technology  today,  just  bear  in 
mind  that  it  is  not  being  given  from  Portland,  in  a  sense,  as  a  sym- 
bol of  where  all  wisdom  is,  but  it  has  reciprocity,  and  that  two-way 
flow  I  think  is  very  important  to  the  subject  of  rural  health  care. 

Later  this  year,  I  might  indicate  our  schedule  in  Washington  on 
this  subject  which  brings  us  together,  we  will  turn  the  focus  and 
attention  to  what  we  expect  or  anticipate  to  be  the  President's  un- 
veiled health  care  program.  We  have  all  read  snippets,  and  what 
we  call  in  Washington  the  leaks  of  the  plan,  but  as  yet  we  have 
not  seen  the  full  plan. 

Now,  that  means  that  even  though  we  all  have  a  very  strong 
commitment  to  comprehensive  health  care  for  all  Americans  and  to 
also  deal  with  trying  to  constrain  the  current  health  care  costs, 
there  will  be  a  great  deal  of  consideration  given  the  rest  of  this  ses- 
sion, whatever  will  remain  in  this  session  of  the  Congress,  and  es- 
pecially then  the  focus  will  be  in  the  new  session  of  the  Congress, 
a  second  session  beginning  in  January  1994. 

As  we  strive  to  create  a  national  health  program  and  find,  na- 
tional solutions,  I  do  again  want  to  emphasize  we  cannot  forget  the 
rural  character  of  need  of  the  rural  people  of  our  Nation,  the  people 
living  in  rural  communities. 

We  have  to  understand  that  in  any  comprehensive  care  program 
that  the  rural  areas  provide  us  with  unique  problems  and  unique 
opportunities,  but  especially  unique  barriers.  We  have  an  ongoing 
shortage  of  physicians  and  health  care  professionals  in  our  rural 
areas. 

We  have,  of  course,  geographic  isolation  in  many  parts  of  our 
country  today  that  represents  a  barrier  that  has  to  be  recognized, 
and  we  also  have  to  understand  we  have  an  unusually  high  per- 
centage of  people  residing  in  rural  America  who  are  elderly,  retir- 
ees, and  uninsured  people.  Yet  the  providers  and  those  practition- 
ers in  rural  areas  are  trying  to  deliver  those  services  under  unique 
circumstances  that  have  to  be  understood  and  addressed. 

I  think  we  have  to  realize,  too,  that  rural  providers  have  lesser 
incomes  than  people  in  urban  centers,  and  they  often  work  longer 
hours  than  those  in  urban  areas.  Now,  at  the  same  time,  these  pro- 
viders must  be  capable  of  delivering  a  wide  variety  of  services,  and 
often  without  the  benefit  of  specialized  professional  support  and 
technologically  advanced  diagnostic  equipment. 

Those  are  a  few  of  the  unique  circumstances  that  face  us  today 
in  rural  America  as  far  as  health  is  concerned.  We  also  have  to  un- 
derstand that  lifestyle  considerations  often  guide  health  practition- 
ers and  their  families  toward  the  urban  centers.  There  is  a  mag- 
netism there  to  the  urban  centers  for  just  ordinary,  everyday  life- 
style, and  of  course  those  urban  centers  continue  to  demand  an  in- 
creasing number  of  primary  care  providers  with  the  population  in- 
creases and  the  demographics. 


Now,  that  means  that  the  rural  areas  find  it  increasingly  difficult 
to  attract  such  persons  to  those  rural  areas.  I  do  not  think  we  have 
to  say  that  Oregon  is  different  than  the  rest  of  the  country,  because 
it  is  not  in  those  respects,  and  as  a  result,  there  are  often  more 
than  twice  as  many  patients  per  practicing  physician  in  rural  areas 
as  compared  to  urban  centers.  Compounding  this  problem  is  the 
fact  that  a  disproportionate  share  of  rural  physicians  are  older  and 
will  soon  be  retiring. 

As  an  example,  in  Oregon,  in  eastern  Oregon,  20  percent  of  the 
physicians  now  practicing  in  eastern  Oregon  are  over  the  age  of  60. 
In  the  average,  eastern  Oregon  physicians  are  5  years  older  than 
those  in  western  Oregon.  Now,  you  take  those  basic  statistics  and 
translate  them  into  rural  health  delivery,  and  expanded  health  de- 
livery, and  you  obviously  recognize  that  we  have  to  give  a  special 
focus  to  rural  America. 

Now,  in  addition  to  that,  because  of  the  shortage  of  health  care 
providers,  America's  rural  hospitals  are  struggling  to  keep  their 
doors  open.  Nationwide,  252  rural  community  hospitals  closed  be- 
tween 1980  and  1989;  166  of  that  total  of  252  occurred  in  the  last 
4  years  of  the  decade,  so  consequently,  you  see  a  rising  percentage 
in  ratio  to  those  that  exist.  Since  1986  in  Oregon  five  rural  hos- 
pitals have  closed,  and  other  rural  facilities  today,  as  we  meet,  are 
threatened  with  economic  problems. 

Now,  let  us  not  think  of  these  rural  hospitals  as  only  providers 
of  essential  health  care,  they  play  an  important  role  in  sustaining 
an  economic  viability  of  those  local  communities,  the  host  commu- 
nity. 

In  fact,  rural  hospitals  often  are  the  largest  employer  in  those 
rural  communities.  They  also  create  an  average  of  2.25  jobs  in  the 
community  for  every  job  in  the  hospital  or  health  care  facility. 

These  hospitals  also  inject  dollars  into  the  local  communities, 
and  the  national  data  indicates  that  for  every  $1  spent  at  a  rural 
hospital,  $1.20  is  returned  to  the  community.  Many  of  these  rural 
communities  already  are  struggling  to  survive  with  the 
downswings  that  have  occurred  in  a  changing  economy — let  us  take 
Oregon — in  the  changing  timber  economy,  in  the  changing  ranching 
economy,  in  the  changing  fishing  economy,  and  other  rural-based 
industries  in  recent  years,  and  of  course  these  communities  rely 
heavily  on  the  economic  viability  of  their  health  care  delivery  sys- 
tems. 

Here  in  Oregon — let  me  give  you  an  example.  In  Columbia  Coun- 
ty, after  the  closing  of  the  hospital  at  St.  Helen's,  OR  in  August 
1990  there  was  a  marked  decline  in  the  number  of  health  care 
practitioners  in  the  county. 

From  December  1988  to  December  1990,  a  2-year  time,  the  num- 
ber of  practicing  physicians  in  Columbia  County  dropped  from  23 
to  16.  There  are  only  11  of  those  23  physicians  left.  Unemployment 
in  Columbia  County  rose  from  7.5  percent  in  1990  to  9.2  percent 
in  1991.  Nearly  20  percent  of  the  population  today  of  Columbia 
County  lives  under  the  Federal  poverty  line. 

Now,  there  you  see  the  obvious  relationship  and  linkage,  as  one 
example  amongst  many,  that  amplify  the  findings  of  the  national 
study. 


I  am  alarmed  by  these  figures  and  by  the  vulnerabihty  of  our 
rural  health  care  delivery  system.  As  you  know,  we  are  going  to 
have  a  legislative  scramble  to  implement  any  far-reaching  national 
health  care  reform.  Special  needs  that  we  have  in  America  that 
must  be  accounted  for.  I  believe  the  Federal  Government  has  a  re- 
sponsibility to  work  with  rural  providers  who  are  courageously 
struggling  to  ensure  access  of  affordable  and  quality  care  for  their 
patients. 

As  you  know,  I  chaired  the  Senate  Appropriations  Committee  for 
6  years,  and  now  as  the  ranking  Republican  Member  of  that  com- 
mittee I  have  long  put  a  focus  of  support  on  programs  which  im- 
prove the  availability  of  health  care  services  and  foster  innovation 
and  collaboration  in  rural  areas. 

Such  programs  include  Community  and  Migrant  Health  Centers, 
the  rural  health  outreach  grants,  the  AHEC — ^Area  Health  Edu- 
cation Centers — and  the  National  Health  Service  Corps.  All  have 
served  rural  communities  well.  Building  on  the  lessons  that  we 
learned  from  those  existing  programs,  I  recently  introduced  what 
I  call  my  Rural  Health  Innovation  Demonstration  Act  of  1993. 

In  the  Senate,  when  we  want  flexibility  and  when  we  want  to 
test  new  ideas,  we  initiate  it  as  a  demonstration.  That  means  we 
want  to  establish  a  track  record  of  experience  before  we  attempt  to 
adopt  the  full  scope  of  such  a  program  nationwide. 

Now,  what  we  have  done  in  this  bill  is  we  have  created  a  series 
of  cooperative  networks,  building  upon  the  experience  of  the  land- 
grant  colleges  reaching  out  to  rural  America  and  the  co-op  system 
that  provide  seed  and  fertilizer  to  enhance  and  increase  our  agri- 
cultural production  in  this  country.  Building  on  that  concept  and 
that  experience,  we  feel  that  this  will  help  provide  the  essential 
transition  into  comprehensive  health  care  reform  for  rural  America. 

We  would  have  local  and  State  entities  that  would  be  free  to  de- 
sign networks  that  would  best  suit  their  particular  needs,  and  by 
linking  rural  practitioners  with  urban  health  care  facilities,  a  net- 
work could  provide  training,  continuing  education,  and  decision- 
making support.  Therefore,  the  rural  health  networks  would  be 
able  to  show  lower  costs,  increased  efficiency,  and  improve  quality 
by  combining  resources,  streamlining  managerial  and  reimburse- 
ment responsibilities,  sharing  liability,  and  providing  quality  assur- 
ance. 

Now,  the  AHEC  program,  the  area  health  education  centers, 
which  has  made  significant  contributions  to  rural  health  care  over 
the  last  20  years,  would  be  expanded  in  my  bill  through  many  ad- 
ditional centers. 

Let  me  just  speak  about  the  experience  of  an  AHEC  we  have  had 
in  La  Grande.  Only  recently,  we  attracted  a  young,  female  doctor 
into  John  Day,  OR,  based  primarily  on  the  fact  that  she  had  at  La 
Grande,  OR  a  center,  AHEC  center,  that  she  could  continue  in  her 
educational  pursuits,  expanding  her  professional  competence  and 
so  forth.  That  is  a  constant  pressure  upon  practicing  physicians. 

So  I  think  we  can  say  that  these  AHEC's  have  demonstrated  ef- 
fectiveness, and  what  we  need  now  is  to  expand  them.  We  need  one 
in  the  Klamath  Falls  area  in  southwestern  Oregon  in  the  center  of 
the  valley,  and  all  of  them  linked  together  with  the  Oregon  Health 


Sciences  University  and  other  resource  centers  here  in  Oregon. 
They  have  made  great  contributions. 

Now,  we  also  recognize  that  we  have  to  provide  stipends.  I  am 
sorry  to  say  that  we  have  had  to  address  the  President's  1994  ap- 
propriation request,  and  we  have  had  to  increase  the  request  for 
the  AHEC  program.  I  am  sure  that  in  the  Senate  version  at  least 
we  will  be  able  to  achieve  that  particular  goal. 

Now,  because  these  programs  make  money  available  only 
through  competitive — competitive  grants  to  eligible  entities  which 
provide  matching  funds — this  bill  guarantees  the  most  flexible,  the 
most  economically,  and  I  think,  the  most  responsible  approach  to 
reforming  our  Nation's  rural  health  care  systems. 

Now,  Oregon  has,  as  I  said,  demonstrated  leadership  in  this 
area,  as  it  has  in  so  many  areas,  and  I  want  to  make  that  clear 
for  the  record. 

Now,  coming  together  today  we  can  reaffirm  the  dedication  of 
this  great  State  to  providing  access  to  quality  health  care  to  all  of 
its  citizens. 

I  want  to  stop  at  this  point,  because  I  think  oftentimes  we  tend 
to  restrict  health  care  resources  to  medical  practices — doctors, 
M.D.'s,  and  so  forth.  We  have  to  do  much  to  expand  to  the  entire 
area  of  health  care,  and  I  want  to  be  very  blunt.  I  believe  that  we 
have  to  reach  out  to  all  forms  of  health  care  providers. 

During  my  tenure  as  Governor,  I  appointed  the  first  doctor  of  os- 
teopathy [DO]  to  the  State  board  of  health. 

All  hell  broke  loose.  I  had  appointed  the  first  DO  to  the  State 
board  of  health  in  the  history  of  the  State.  The  M.D.  profession  just 
pounded  on  my  door — what  do  you  mean?  I  said,  tell  me,  how  are 
they  licensed  in  this  State?  Oh,  they  go  through  the  board  of  medi- 
cal practitioners.  Do  they  get  an  examination?  Oh,  yes.  How  does 
it  differ  from  an  M.D.  examination?  Oh,  it  doesn't. 

I  said,  well  then,  if  they  are  not  qualified  to  serve  on  the  board 
of  health,  you  should  cut  them  off  at  the  pass  before  they  ever  get 
to  a  licensed  position,  and  plus  the  fact  that  the  law  says  that  on 
the  board  of  medical  examiners  a  DO  shall  be  on  that  board. 

Now,  we've  come  a  long  way  from  that  point,  and  I'm  not  here 
today  to  say  that  we  have  to  pick  up  every  bizarre  thing,  but  I 
think  that  we  have  to  look  carefully  at  acupuncture,  I  think  we 
have  to  look  much  more  carefully  at  dietary  and  nutritional  prac- 
tices. 

I  went  through  that  experience  when  I  asked  my  physician,  when 
may  I  start  returning  to  my  vitamins  and  what-have-you  that  I 
take,  and  this  doctor  of  some  70  years  of  age,  who  had  just  per- 
formed a  minor  surgery,  said,  oh,  you  do  not  believe  in  that  stuff, 
do  you?  I  said,  before  we  get  in  that  debate,  tell  me  how  much  nu- 
trition instruction  did  you  have  in  medical  school — one  semester,  a 
wake-up,  a  slink  catch-up  course. 

All  I  am  saying  is,  when  term  health  care,  we  cannot  afford  to 
exclude  any  area  of  that  profession  or  of  those  practitioners.  I  am 
proud  to  say  that  Dr.  Peter  Kohler,  as  leader  of  the  Oregon  Health 
Sciences  University,  has  increasingly  reached  out  to  all  those  phy- 
sicians, all  of  those  health  practitioners — chiropractic  medicine,  all 
of  the  other  areas,  and  I  am  not  here  today  to  play  one  against  the 
other,  but  merely  to  say,  we  have  to  be  far  more  inclusive,  in  my 


view,  in  thinking  about  our  resources  and  using  and  maximizing 
them  where  we  can. 

Now,  we  are  going  to  discuss  today  with  our  expert  witnesses 
some  of  the  attitudes  as  well  as  some  of  the  processes  by  which  we 
can  meet  these  needs  in  rural  America,  and  I  want  to  thank  each 
one  of  them  very  much  for  their  participation. 

STATEMENT  OF  DR.  DAVID  SAHN,  OREGON  HEALTH  SCIENCES  UNI- 
VERSITY, PORTLAND,  OR 

Senator  Hatfield.  Ladies  and  gentlemen,  at  this  point  I  want  to 
alert  Dr.  David  Sahn  at  the  Oregon  Health  Sciences  University  in 
Portland.  Through  our  hookup  here  to  the  Biomedical  Information 
Center  in  Portland  we  are  getting  his  expert  testimony. 

Dr.  Sahn,  I  understand  that  it  is  easier  to  hear  than  to  see  each 
other.  I  do  not  believe  that  Dr.  Sahn  has  a  monitor  to  get  the  vis- 
ual communication  this  morning,  but  we  are  happy  to  welcome  you, 
and  we  are  anxious  to  hear  from  you. 

Dr.  Sahn.  It  is  a  pleasure  to  be  with  you  by  satellite.  At  the  end 
of  this  month  I  will  be  down  in  Medford  seeing  10  to  20  children 
with  congenital  heart  disease  at  a  clinic  that  we  run  there  about 
every  2  months  at  Rogue  Valley  Medical  Center. 

I  am  a  pediatric  cardiologist  and  what  I  do  is  I  take  care  of  ba- 
bies with  heart  disease,  congenital  heart  disease,  which  means  that 
they  were  born  with  it.  There  are  about  600  board-certified  pedi- 
atric cardiologists  in  the  United  States,  and  there  are  about  10  in 
Oregon,  all  of  them,  in  fact,  in  Portland. 

We  have  the  job  of  providing  the  expertise  and  the  assistance  in 
caring  for  these  children  throughout  the  State  to  serve  the  popu- 
lation, and  that  is  really  what  I  would  like  to  talk  to  you  about. 
I  would  like  to  talk  to  you  about  how  one  deals  with  issues  of  ex- 
pertise related  to  fields  of  medical  imaging. 

Now,  I  had  the  good  fortune  20  years  ago  when  I  was  in  training 
to  begin  working  in  an  area  that  has  become  very  important  in 
modem  medicine,  the  area  of  diagnostic  ultrasound,  which  relates 
to  using  sound  waves,  which  is  a  very  safe  and  painless  way  of  tak- 
ing pictures  inside  the  body  of  unborn  babies,  inside  of  mothers  or 
of  the  hearts  of  children  and  adults,  in  a  simple,  fairly  cost-effective 
technique  that  is  actually  widely  available  around  the  State. 

We  are  dealing  with  the  issues  of  specialized  examinations  where 
even  though  the  instrumentation  may  be  available,  the  expertise  to 
perform  and  interpret  it  is  an  area  that  needs  constant  attention. 
Our  mission  here  at  Oregon  Health  Sciences  University,  we  direct 
the  Center  for  Congenital  Heart  Disease,  and  our  goals  are  to  use 
advanced  research,  wide  education  of  not  only  the  medical  students 
here  but  of  the  medical  community  in  Oregon,  and  also  to  fulfill 
our  mission  of  caring  for  the  children  around  the  State  in  as  most 
efficient  a  fashion  as  we  can. 

Now,  I  want  to  show  you  a  brief  video  to  give  you  an  idea  of  what 
an  ultrasound  cardiac  examination  looks  like,  if  we  can  fade  to 
that. 

Now,  this  could  theoretically  be  an  image  of  the  heart  that  I 
might  send  down  to  Medford  to  use  for  instructional  purposes,  but 
in  actuality  it  is  an  image  of  the  heart  that  was  broadcast  to  us 


at  Oregon  Health  Sciences  Center  from  the  Medford  CHnic  as  a  test 
of  the  satellite  system. 

A  lot  of  medical  tests  that  we  use  now  are  actually  tests  that 
show  the  motion  of  the  heart  as  a  moving  organ,  which  is  the  most 
appropriate  way  to  make  diagnoses,  and  the  color  code  that  you  are 
seeing  now  superimposed  on  the  image  is  actually  a  plot  of  the  ve- 
locities of  blood  flow  within  the  heart. 

This  type  of  image  display  would  be  called  a  Kohler-Doppler 
echocardiogram,  and  some  of  you  may  have  actually  had  this  test. 
This  particular  set  of  images  has  actually  traveled  to  and  from  Or- 
egon Health  Sciences  University  now  because  it  was  sent  to  us 
from  Medford  and  now  we  are  sending  it  back  to  you,  so  it  has  gone 
over  40  miles,  and  I  think  it  holds  up  pretty  well. 

Now,  I  did  not  tell  you  that  in  the  last  15  years  in  traveling 
around  in  Arizona  where  I  worked  for  10  years,  and  in  California, 
and  now  in  Oregon,  I  have  had  to  sometimes  send  a  doctor  and  a 
technician  out  to  a  rural  location  to  complete  or  interpret  an 
ultrasound  examination  on  a  little  child  and  attempt  to  help  the 
local  pediatrician  make  a  decision  on  that  child.  We  are  going  to 
receive  a  satellite  broadcast  of  an  image  of  a  baby  from  Medford 
tomorrow  to  assist  one  of  the  pediatricians  down  there  in  making 
a  decision  about  a  baby  who  is  at  risk. 

Jim  Williams  and  I  at  the  BICC  have  been  working  together  to 
try  and  develop  a  system  that  would  allow  us  a  live  interpretation 
of  medical  images,  whether  they  are  cardiac  images,  whether  they 
are  ultrasound  images  of  the  liver  or  kidney,  whether  they  are 
magnetic  resonance  images. 

A  variety  of  relatively  rural  locations  have  these  technologies  but 
when  you  are  doing  very  specialized  examinations,  for  instance,  on 
an  unborn  baby  with  heart  disease,  or  a  patient  with  an  unusual 
form  of  heart  disease,  they  may  need  to  ask  an  outside  expert,  so 
to  speak,  an  opinion  about  the  examination. 

The  best  way  of  doing  that  is  to  actually  have  a  live  satellite  con- 
ference that  allows  the  two  individuals  to  share  their  thoughts  on 
the  image  and  to  adjust  the  examination  based  on  their  discussion 
to  make  sure  that  they  are  answering  all  the  questions  about  that 
particular  examination. 

Now,  if  we  can  go  over  to  this  graphic  over  here,  I  have  summa- 
rized what  we  are  trying  to  do  in  comparison  to  some  other  ap- 
proaches that  are  not  quite  optimized  to  do  what  we  would  like  to 
do.  This  might  be  the  ultrasound  instrument  in  Medford  or  in  Coos 
Bay  or  in  a  variety  of  other  locations  that  often  now  ask  our  opin- 
ion of  such  examinations,  and  the  system  that  we  have  set  up  al- 
lows this  image  to  be  transferred  to  Oregon  Health  Sciences  Uni- 
versity. 

Now,  it  could  be  brought  over  to  a  satellite  station,  or  using  the 
commercial  TV  cables  that  may  exist  within  the  community.  It 
could  be  fed  live  from  the  hospital  to  an  ED-NET  station  which 
would  be  a  two-way  station,  and  there  is  one  in  Medford  that  is  ca- 
pable of  broadcasting  those  images  via  satellite  to  us,  and  one  of 
our  doctors,  either  myself  or  one  of  my  associates  would  go  down 
to  the  Biomedical  Information  Communications  Center  [BICC],  and 
receive  that  image  in  a  teleconference  modality  where  we  can  look 
at  the  image,  where  we  can  talk  to  the  doctor  or  the  technician 
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about  the  image,  and  make  suggestions  as  to  the  management  of 
that  patient. 

There  are  some  ways  that  are  being  developed  to  do  this  type  of 
transfer  transtelephonically.  At  present,  it  requires  some  very  high 
tech,  very  high  data  rate  fiber-optic  Unes  that  really  do  not  exist 
in  many  of  the  rural  communities,  and  unfortunately,  even  with 
the  best  technology  available  now,  it  is  our  expectation  that  be- 
tween now  and  1996  it  will  take  perhaps  90  seconds  to  transmit 
15  seconds  of  very  highly  edited  information,  rather  than  just  being 
able  to  watch  the  entire  examination. 

So  our  goal  in  terms  of  development  of  these  types  of  systems  are 
to  allow  us  to  assist  the  State  in  developing  a  network  where  doc- 
tors all  around  the  State  can  share  their  diagnostic  questions  with 
each  other  related  to  not  only  looking  each  other  in  the  eye  and 
having  a  teleconference  about  a  patient  question,  or,  for  instance, 
in  this  situation  being  able  to  process  and  transmit  some  very,  very 
high  quality,  very  technologically  advanced  types  of  medical  images 
back  and  forth  how  to  make  the  right  decision  for  the  patient. 

Now,  there  is  some  indication,  at  least  in  the  cardiac  area,  of 
what  the  results  of  this  type  of  technology  can  be,  and  I  sent  to 
Senator  Hatfield's  office  two  publications.  The  premier  publication 
was  from  Canada.  It  was  an  interesting  experiment  in  1989,  pub- 
lished in  the  American  Journal  of  Cardiology,  where  a  group  of  car- 
diologists in  Halifax  arranged  a  very  specialized  microwave  link 
which  was  really  a  military  link  to  allow  them  to  receive 
ultrasound  images  from  around  Nova  Scotia  and  New  Brunswick, 
essentially  the  northeastern  area  of  Canada,  and  a  recent  study 
that  was  published  in  the  Journal  of  Pediatrics  detailing  some  ex- 
perience really  in  Louisville,  in  the  University  of  Louisville  School 
of  Medicine,  where  they  have  developed  a  similar  program  to  pro- 
vide outreach  all  through  the  State  oi  Kentucky. 

Those  results  really  suggest  that  a  high  quality  system  like  this 
has  a  2-percent  error  rate.  That  is,  the  images  can  be  misinter- 
preted based  on  degradation  only  about  2  percent  of  the  time,  but 
that  in  almost  every  circumstance  the  right  type  of  decision  can  be 
made. 

Now,  that  right  decision  might  result  in  the  transfer  of  a  patient 
to  a  specialized  medical  center  where  that  patient  might  need  fur- 
ther testing  or  surgery.  It  also  might  result  in  the  opposite  deci- 
sion, and  that  decision  might  be  reached  that  the  baby  does  not 
need  to  be  transferred,  that  the  baby  can  stay  in  his  own  commu- 
nity and  receive  the  level  of  medical  care  that  he  or  she  needs  with- 
out requiring  unnecessary,  costly,  and  sometimes  dangerous  trans- 
port of  a  baby  across  the  State. 

PREPARED  STATEMENT 

So  to  summarize  what  our  goals  are  in  working  in  conjunction 
with  the  BICC  here,  we  are  out  to  help  the  rural  hospital  use  the 
imaging  technologies  as  best  they  can  by  providing  a  consultative 
service,  really  a  live  one,  that  assists  them  in  caring  for  patients 
by  providing  expertise  in  the  performance  and  interpretation  of 
some  very  specialized  medical  examination. 

Thank  you  for  your  time. 

[The  statement  follows:] 


Statement  of  Dr.  David  J.  Sahn 

While  recent  state  and  federal  mandates  have  emphasized  the  importance  of  pri- 
mary care  availability  in  rural  locations  in  Oregon  and  elsewhere,  it  has  only  been 
by  virtue  of  investments  in  specialty  training  that  cancer,  cardiac,  traurna,  and 
other  specialized  services  have  been  made  available  to  people  living  in  mid-sized 
communities  without  the  necessity  of  their  traveling  to  larger  urban  centers.  De- 
spite the  wider  availability  of  specialized  training,  true  expertise  and  consultation 
from  "expert"  sources  by  phone,  by  computerized  referencing  and  information 
sovu-ces,  and  at  times  by  live  teleconferencing  methods,  (e.g.  surgery,  supervised 
from  afar)  has  often  been  used  to  aid  the  local  physician  or  nurse. 

In  areas  where  medical  images  are  fundamental  for  diagnostic  considerations, 
methods  to  transmit  and  display  such  images  without  degradation  of  image  quality 
have  been  implemented  to  allow  a  distant  "reader"  to  render  interpretation  and  ad- 
vice. In  newer  areas  of  dynamic  imaging,  (e.g.  radiology  or  cardiac  ultrasound, 
angiography,  magnetic  resonance  imaging)  where  moving  images  are  fundamental 
to  the  interpretation,  trans-telephonic  transfer  is  not  yet  feasible  in  real  time  at  a 
reasonable  cost.  Especially  in  ultrasound,  where  qualitative  positioning  of  the  sensor 
or  adjustments  of  technique  are  crucial  to  interpretation,  viewing  the  study  as  it  is 
performed  is  most  desirable,  especially  in  a  fashion  which  allows  discussion  and 
feedback  with  the  physician  or  technician  performing  the  study.  Since  such  areas 
are  within  the  mission  statement  of  the  Biomedical  Information  and  Communica- 
tions Center  (BICC),  we  have  collaborated  on  the  implementation  of  a  modification 
to  the  ED-NET  2  system  which  allows  two  way  teleconferencing  and  transmission 
of  real  time  medical  images  between  OHSU  and  outlying  community  medical  cen- 
ters in  Oregon.  Images  have  been  judged  to  be  of  diagnostic  quality  and  quite  read- 
able in  tests  of  this  system,  which  we  hope  to  bring  on  line  with  multiple  specialty 
"expert"  readers,  this  fall. 

This  type  of  teleconferencing  facility  will  eventually  be  implemented  trans-tele- 
phonically  with  expected  advances  in  digitization,  data  compression  and  trans- 
mission technology.  However,  at  present,  telephonic  transmission  is  too  slow  to  be 
"live"  and  fiber  optic  lines  of  the  type  needed  are  not  yet  available  in  many  of  the 
communities  most  in  need  of  this  service,  whereas  the  ED-NET  system  already  pen- 
etrates all  comers  of  the  Northwest.  Plans  call  for  extension  of  this  system  to  Mad- 
igan  Army  Medical  Center  at  Fort  Lewis  in  Washington  and  to  military  and  Native 
American  health  centers  in  Alaska. 

The  system  provides  expert  interpretation  and,  potentially,  expertly  supervised 
performance  of  studies  of  patients  in  their  own  communities.  Often  times  in  these 
towns,  the  purchase  of  relatively  expensive  imaging  equipment  and  its  installation 
substantially  precedes  the  development  of  local  expertise  for  performing  specialized 
examinations.  The  installation  of  imaging  equipment  is  justifiable  and  the  education 
for  its  use  needs  to  be  on-going;  for  example,  in  specialized  areas  such  as  ultrasound 
or  echocardiographic  examinations  for  Congenital  Heart  Disease  patients. 

If  the  examination  is  accurate,  decisions  can  be  made  to  facilitate  and  accelerate 
emergency  transfer  of  those  patients,  who  need  to  be  moved  because  the  specialty 
services  they  need  are  not  locally  available  for  the  diagnostic  condition  they  have. 
In  other  conditions,  the  decision  can  be  made  to  treat  tile  patient  locally.  Both  deci- 
sions, if  made  correctly  based  on  accurate  information,  can  be  life-saving,  as  well 
as  cost  saving. 
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RURAL  HOSPITALS 

Senator  Hatfield.  Thank  you,  Dr.  Sahn. 

Dr.  Sahn,  just  to  summarize  again,  at  this  moment  in  time,  how 
many  rural  hospitals  in  Oregon  can  you  reach  with  this  kind  of  as- 
sistance or  technology,  how  many  other  Oregon  hospitals  can  you 
access,  or  are  capable  of  receiving  your  counsel? 
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Dr.  Sahn.  Based  on  the  ED-NET  system,  which  is  really  the  sat- 
ellite system  developed  for  medical  education,  there  are  40  sites 
within  the  State  of  Oregon.  We  are  in  the  process  of  upgrading  or 
assisting  in  recommendations  to  upgrade  a  number  of  those  sites, 
perhaps  10  of  them  initially,  so  that  they  will  have  two-way  capa- 
bilities that  they  can  not  only  receive  images  from  us  or  from  the 
satellite  education  network,  but  they  can  send  us  medical  images, 
and  the  cost  of  those  upgrades  in  reference  to  the  quality  of  what 
I  think  we  can  do  will  actually  be  quite  reasonable. 

Once  the  system  is  up  and  running,  it  appears  that  about  a  one- 
half  hour  of  live  teleconferencing  time  will  cost  about  $150  to  im- 
plement, but  if  it  assists  in  making  the  right  decision  to  either 
transfer  or  not  transfer  a  patient  and  can  be  life-saving  in  that  re- 
gard, it  should  be  quite  cost  effective  in  the  long  run,  but  there 
really  are  40  potential  sites  in  the  ED-NET  network  that  can  po- 
tentially be  brought  on  line  for  this  system. 

Senator  Hatfield.  Dr.  Sahn,  also  the  matter  is  being  supported 
not  only  through  Federal  programs,  but  am  I  correct  in  saying  that 
private  corporations,  such  as  AT&T  and  other  communications  sys- 
tems that  are  working  toward  a  fiber-optics  goal  are  assisting  in 
this  program  as  well?  In  other  words,  it  is  a  partnership  between 
the  private  and  the  public  sector. 

Dr.  Sahn.  Well,  there  is  no  question  that  we  received  a  lot  of  in- 
quiries from  the  private  sector,  both  in  terms  of  companies  that  are 
building  stations  for  sending  and  receiving  data  as  well  as  for  the 
communications  company  like  AT&T. 

I  might  add  that  we  received  a  very  high  level  of  interest  from 
a  group  of  physicians  working  at  Madigan  Army  Hospital  in  Ta- 
coma  who  wished  to  link  our  system  in  with  the  military  network 
systems  because  they  have  large  populations  that  they  need  to 
serve  as  far  away  as  Alaska,  where  there  are  a  number  of  military 
families,  and  we  have  actually  been  chatting  with  the  Native 
American  Health  Service  in  Alaska  who  is  anxious  to  begin  the  de- 
velopment of  such  a  system  to  allow  interpretation  of  images  that 
are  either  in  Seattle  or  in  Portland  for  children  and  adults  in  Alas- 
ka. 

Senator  Hatfield.  You  raise  a  further  point  on  that.  When  we 
were  first  working  together  to  establish  this  biomedical  commu- 
nications center,  as  I  recall  there  was  some  discussion  about  even- 
tually linking  up  with  the  medical  center  at  the  University  of 
Washington  and  a  medical  center  at  the  University  of  California  at 
Berkeley  as  far  as  expanding  data,  expanding  access  to  information 
and  expertise,  and  you  mention  now  Madigan,  so  that  actually  at 
some  point  in  the  future  we  could  look  forward  perhaps  to  a  na- 
tional network  linking  up  these  centers  of  knowledge  and  informa- 
tion, is  that  true? 

Dr.  Sahn.  I  think  there  has  been  lots  of  discussion  about  even- 
tual development  at  the  national  level. 

Senator  Hatfield.  Yes. 

Dr.  Sahn.  My  guess  is  that  that  will  happen.  There  is  certainly 
interest  in  a  variety  of  settings  not  only  in  terms  of  the  hospitals 
themselves  but  the  National  Library  of  Medicine  has  discussed  the 
potential  of  their  own  interactions  in  a  national  data  base  for  medi- 
cal information,  as  well  as  for  essentially  a  network  of  live  trans- 
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mission  and  reception  capabilities  for  teleconferencing  and  for  the 
transmission  of  medical  images. 

Senator  Hatfield.  Dr.  Sahn,  we  want  to  thank  you  again  for 
your  participation,  and  we  want  to  send  our  congratulations  on  the 
extraordinary  ground-breaking  and  pioneering  work  that  you  are 
doing  up  there.  We  are  awfully  proud  of  your  work  and  that  of  the 
university,  and  so  thank  you  for  your  participation. 

STATEMENTS  OF: 

DR.  ROBERT  W.  BOMENGEN,  LAKE  COUNTY  MEDICAL  CLINIC,  INC., 
LAKEVIEW,  OR 

KARL  SEGNITZ,  INTERN,  LAKEVIEW,  OR 

NANCIE  BOGARDUS,  LAKE  DISTRICT  HOSPITAL  BOARD, 
LAKEVIEW  OR 

MEADOW  MARTELL,  SISKIYOU  COMMUNITY  CLINIC,  CAVE  JUNC- 
TION, OR 

PAT  WIDENOJA,  NURSE  PRACTITIONER,  NORTH  LAKE  HEALTH 
CENTER,  CHRISTMAS  VALLEY,  OR 

Senator  Hatfield.  Now,  at  this  time  I  would  like  to  invite  as  our 
first  panel  for  continued  discussion:  Nancie  Bogardus,  who  is  the 
board^ member  from  Lake  District  Hospital  in  Lakeview,  Ms.  Mead- 
ow Martell,  the  executive  director  of  the  Siskiyou  Community  Cen- 
ter in  Cave  Junction,  and  Ms.  Pat  Widenoja,  a  nurse  practitioner 
from  North  Lake  Health  Center  in  Christmas  Valley. 

I  think  most  in  the  audience  would  say  we  have  reached  a  wide 
range  of  rural  Oregon  here,  and  also  a  wide  range  of  medical  deliv- 
ery expertise  and  professionals. 

I  might  mention  that  Ms.  Widenoja  is  a  nurse  practitioner  from 
Christmas  Valley,  and  that  represents  certainly  a  very  important 
area  of  our  health  expertise. 

Now,  all  of  these  people  are  involved  in  some  way  or  another  in 
the  delivery  of  health  care  services  in  southern  Oregon,  and  having 
now  just  launched  this  particular  panel  with  the  focus  on  the  tech- 
nology of  communication  from  Oregon  Health  Science  University, 
let  us  now  move  to  the  firing  line,  where  these  people  are  living 
day-by-day  and  implementing  that  commitment  of  their  own  lives 
and  of  their  community  for  health  care  delivery.  So  we  are  happy 
to  welcome  you  here,  and  proceed  as  you  will. 

As  you  understand,  we  are  trying  to  keep  testimony  to  about  5 
minutes,  but  your  entire  written  statement  will  be  incorporated  as 
part  of  the  record. 

STATEMENT  OF  DR.  ROBERT  W.  BOMENGEN 

We  are  trying  to  link  up  with  Lakeview  now  with  Dr.  Bomengen, 
but  he  had  an  unexpected  delivery  of  a  baby  this  morning,  and  so 
I  think  the  delay — oh,  there  is  the  baby.  Well,  how  about  that. 
Hello,  doctor. 

Dr.  Bomengen.  I  am  finally  here,  Senator. 

Senator  Hatfield.  How  about  that.  How  many  pounds?  How 
many  pounds?  What  is  the  poundage? 

Dr.  Bomengen.  Senator  Hatfield,  good  morning 

Senator  Hatfield.  Good  morning. 

Dr.  Bomengen  [continuing].  And  staff,  I  would  like  to  introduce 
you  to  our  newest  arrival  and  member  of  our  community  in 
Lakeview,  OR.  This  is  Brady  Eugene.  He  was  bom  1  hour  and  20 
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minutes  ago,  7  pounds  6  ounces,  20^2  inches,  and  mother  Anna  Ga- 
briel. 

Senator  Hatfield.  Wow. 

Dr.  BOMENGEN.  We  took  a  vote  this  morning  at  4:30  a.m.,  as  to 
what  we  needed  to  do,  and  I  work  with  Karl  Segnitz — is  he  on  cam- 
era? 

Senator  Hatfield.  Yes,  yes;  you  are  all  on  camera,  including 
Brady. 

Dr.  BoMENGEN.  I  work  with  Karl  Segnitz,  who  is  a  fourth-year 
medical  student  at  OHSU,  and  we  had  an  untimely  sudden  death 
of  one  of  our  volunteer  EMG's  this  morning,  and  that  occurred  ap- 
proximately 4:30  a.m.  Anna  came  into  labor  at  2  a.m.,  and  we  took 
a  vote  and  Karl  voted  that  he  really  needed  to  do  more  deliveries, 
and  so  we  elected  to  go  sound  instead  of  being  there,  so  will  you 
accept  our  apologies  for  not  being  in  Medford? 

Senator  Hatfield.  We  not  only  accept  them,  but  you  have  added 
a  very  special  dimension  to  our  hearing  this  morning,  and  tell 
Brady  he  will  be  in  the  hearing  record  of  the  U.S.  Senate,  Commit- 
tee on  Appropriations. 

Dr.  BoMENGEN.  Well,  we  feel  that  they  are  real  important  and 
we  have  a  job  to  do,  and  our  primary  job  is  health  here.  Senator, 
and  this  is  what  we  are  trying  to  relate  to  our  medical  school  coun- 
terparts, and  we  have  got  a  job  in  front  of  us,  and  I  think  that  is 
why  we  are  here. 

Hillary  Rodham  Clinton  has  given  American  medicine  a  direc- 
tive, and  I  think  there  are  needs  in  America  that  we  need  to  ad- 
dress. Rural  America  is  suffering  to  a  certain  degree,  and  we  have 
one  of  the  better  populations — we  are  spoiled.  We  have  the  best  pa- 
tients in  the  world  to  take  care  of,  and  my  goal  in  this  life  is  to 
have  my  community  and  the  wonderful  State  of  Oregon  well  cared 
for  with  the  best  expertise  and  hand-in-hand  with  our  subspecialty 
community  and  I  think  that  that  is  the  whole  purpose  of  this  hear- 
ing, is  to  identify  what  we  need  to  do. 

I  have  submitted  to  you  in  a  tardy  manner,  but  hopefully  it  got 
there  via  one  of  your  staff  members,  Tony  Butrell — good  morning, 
Tony. 

The  best  thing  in  the  world  that  has  happened  to  rural  medicine 
in  my  24  years  of  experience  has  been  the  AHEC  program,  Senator. 
We  have  got  a  paucity  of  health  care  delivery  in  rural  Oregon;  87 
percent  of  providers  are  within  15  miles  east  and  west  of  the  1-85 
corridor  in  Oregon.  The  rest  of  the  13  percent  are  out  here  taking 
care  of  America. 

We  serve — for  1  doctor,  we  take  care  of  2,500  patients  compared 
to  the  Portland  metropolitan  area,  1  doctor  for  every  167.  There  is 
a  component  of  burn-out  that  I  am  fearful  of,  and  the  only  answer 
is  having  more  providers.  It  is  not  only — I  am  not  so  selfish  to  say 
it  is  medicine,  but  I  am  also  addressing  our  ancillary  health  care. 
Nursing  is  a  critical  shortage,  our  medical  technology,  physical 
therapy — all  the  components,  and  we  cannot  do  this  without  their 
assistance. 

Everything  in  America  seems  to  be  revolving  around  the  dollar, 
and  unfortunately  in  medicine  I  feel  that  the  dollar  should  not  be 
involved.  I  would  love  to  see  the  business  taken  out  of  medicine, 
and  I  am  very  respectful  this  is  not  an  easy  job,  what  is  being 
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asked,  but  we  cannot  refuse  care.  I  think  that  we  are  obligated  as 
health  care  providers  in  America  to  see  that  everyone  has  care,  and 
in  a  financially  sound  way. 

The  program — the  AHEC  program  under  the  sponsorship  of 
Peter  Kohler  and  the  behind-the-scenes,  wonderful  man,  Dutch 
Reinschmidt,  has  opened  that  up  to  us. 

The  program  of  the  third  and  fourth  year  medical  students 
spending  6  weeks  out  here  has  kind  of  went  and  given  us — it  is  giv- 
ing us  an  imprinting.  You  know  the  little  duckling  who  is  bom  and 
hatched  out  of  his  shell,  and  he  identified  with  a  human,  thought 
he  was  a  human.  Well,  only  with  this  program  can  we  provide  im- 
printing and  let  them  know  how  important  and  how  wonderful 
rural  health  care  is. 

PREPARED  STATEMENT 

With  that,  I  would  like  to — I  know  Mr.  Segnitz  was  not  on  the 
schedule,  but  I  have  asked  Karl  to  express  to  you  his  thoughts  as 
far  as  what  have  been  the  highlights  of  this  6-week  rotation,  what 
has  it  meant  to  him,  is  he  getting  to  be  a  contributor  and  help  us, 
where  does  he  see  himself?  With  that,  Karl  Segnitz. 

[The  statement  follows:] 


78-498  0-94 
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STATEMENT  OF  DR.  ROBERT  W.  BOMENGEN 

On  behalf  of  the  Oregon  ftcademy  of  Family  Practice  and  my  fellow  colleagues,  I  submit 
this  testimony.  I  am  humbled  by  the  opportunity  to  present  my  views  and  hopefully  I 
will  be  able  to  do  this  in  a  manner  that  reflects  the  sincerity  of  my  purpose  towards 
health  care  in  rural  America.  Being  in  receipt  of  your  proposed  Senate  Bill  1160,  I 
was  able  to  procure,  study  and  review  it  in  preparation  of  this  document. 

1)  The  Effectiveness  Of  Current  Programs  - 

a.  Air  medical  transport  has  changed  the  complexicn  of  rural  health  care  in 
Oregon  tremendously.  It  has  been  a  vital  link  to  improvement  in  the  quality  of 
care  of  our  residents  in  Lake  County.  It  has  brought  additional  staff  support 
systems  and  has  been  an  invaluable  service.  In  particularly,  our  area  receives 
the  services  of  Air  Life  of  Oregon  based  out  of  Bend,  Oregon,  and  Medford  Mercy 
Flight  of  Medford,  Oregon. 

b.  The  AHEC  program  has  been  stimulated  and  propagated  by  Peter  Kohler, 
President  of  OHSU  under  the  direction  of  J.  S.  (Dutch)  Reinschmidt  and  has  been 
the  most  exciting  thing  that  has  happened  in  health  care  in  Oregon  in  my  24  years 
of  tenure.  It  has  united  health  care  goals  of  educators  with  providers  and 
allowed  the  exposure  of  first  and  third  year  medical  students  to  the  wonderful 
medical  and  living  environment  we  have  chosen  in  rural  Oregon. 

I.  The  EDNET  system  has  brought  the  classroom  to  the  rural  communities 
from  physicians  to  ancillary  health  providers,  nursing  staff,  etc. 

II.  The  ORION  link  to  library  to  resource  data  has  brought  the  resources 
of  the  BICC  to  our  computer,  thus  improving  patient  care  and  access  of 
information. 

III.  "Grow  your  own"  is  an  innovative  concept  of  exposing  youth  in  our 
rural  communities  to  the  health  profession.  I  am  a  very  strong  proponent 
of  the  concept,  "You  can  lake  the  boy  out  of  the  country  but  you  cannot 
put  the  country  back  in  the  boy"!  I  feel  we  need  to  recruit  applicants 
from  the  rural  area  in  the  fact  that  they  are  more  likely  to  return  to 
that  lifestyle  and  geographical  area  when  picking  a  practice  or  work 
location. 

c.  The  rural  RN  training  program  has  been  a  concept  of  training  qualified 
individuals  in  our  own  community  so  as  to  bolster  our  critical  shortage  of 
nursing  care.  As  you  well  know,  this  is  done  through  OHSU  and  Eastern  Oregon 
State  College  Nurse  Training  Program. 

d.  Klamath  Falls  Family  Practice  Residency  Program  which  will  be  the  second 
family  practice  program  in  the  state  of  Oregon.  This  will  allow  practice  sites 
in  frontier  Oregon  which  encompasses  Lakeview  and  Burns.  The  residents  will 
rotate  out  through  these  sites  an  estimated  1-3  months,  depending  on  the 
curriculum. 

2)  Barriers  To  Health  Care  - 

a.  Lack  of  adequate  number  of  providers,  including  nurses,  anesthesia,  medical 
technology,  x-ray  technology.  Physicians  are  not  replaceable  when  they  want  to 
leave  on  a  vacation  or  are  called  away  on  emergency  leave,  or  to  attend  post- 
graduate education  courses. 

As  an  example,  as  of  May  1,  1993,  there  were  five  physician  providers  and  a 
physician  assistant.  The  physician  assistant  was  hired  away  to  Texas  with  a 
better  salary  working  much  less  hours.  The  senior  physician  in  our  community 
announced  his  imminent  retirement.  The  next  senior  physician  on  8-5  announced 
that  he  would  require  a  medical  leave  of  4-^  months  for  spinal  surgery.  All  this 
takes  our  frontier  community  from  a  six-provider  to  a  three-provider  system. 
Locum  tenems  companies  have  been  consulted  to  provide  anywhere  from  2-3  week 
backup  times  and  were  not  able  to  recruit  assistance.  Our  nurse  anesthetist  of 
years'  duration  had  a  ventricular  arrhythmia  with  near  death  and  will  not  be 
returning.  Ue  have  had  to  hire  a  locum  tenems  nurse  anesthetist  for  $450  per  day 
plus  expenses. 

A  possible  solution  to  this  would  be  a  program  within  each  state  which  would 
provide  locum  tenems  coverage  for  the  type  of  health  required  in  rural  Oregon. 
Frequently  there  are  physicians  who  are  retiring  but  would  still  like  to  practice 
part-t ime  medicine  but  it  is  prohibitive  with  the  malpractice  overhead.  It  would 
invaluable  to  alleviate  the  malpractice  overhead  stigma  and  develop  a  pool  of 
resources  of  physicians  and  other  providers  who  were  capable  to  providing  this 
service.  By  doing  this,  you  would  significantly  alleviate  abbreviation  of  tenure 
by  the  'burnout  syndrome". 
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3)  Recruiting  new  physician  providers  - 

The  average  medical  student  graduating  from  medical  school  today  has  a  4100,000 
loan  bill  and  in  looking  at  primary  care  in  rural  America,  it  has  the  least 
remuneration.  Uith  startup  costs  of  practices,  it  is  a  great  fear  and  deterrent. 
I  would  suggest  a  Loan  Forgiveness  Prooram  should  they  commit  to  an  area  of  need 
in  rural  America.  (See  enclosed  article  titled  "What  it  will  take  to  save  rural 
practice". ) 

4)  There  is  a  tremendous  insecurity  of  not  being  able  to  be  competent  in  all  phases 
and  aspects  of  medicine,  thus  not  being  able  to  "do  it  all". 

This  will  be  alleviated  a  lot  by  the  AHEC  student  exposure  program  and  the  rural 
family  practice  residency.  It  should  be  addressed  that  in  a  recent  publication 
it  was  related  that  iOX  of  the  knowledge  of  a  professional  is  attained  after  the 
formal  academic  training  setting.  There  should  be  a  marked  encouragement  of  a 
mentor  association  between  a  senior  health  care  provider  and  a  junior  health  care 
provider  which  is  invaluable  in  sharing  wisdom,  experience,  as  well  as  new  ideas. 

There  needs  to  be  a  change  in  the  mentality  of  medicine  alleviating  "turf". 
Frequently  family  physicians  are  informed  that  they  should  not  be  performing 
these  types  of  procedures  because  of  their  degree  of  training,  etc.  For  example, 

1)  Dr.  Louis  Ueinstein,  Chairman,  Oept .  of  OB-Gyn,  Medical  College  of  Ohio  in 
Toledo,  was  a  speaker  at  the  annual  Perinatology  Conference  in  Ashland,  Oregon, 
July  1993.  He  said  and  I  quote,  "No  one  should  be  delivering  babies  if  they  are 
not  delivering  greater  than  200  per  year  and  the  standard  of  level  of  care  is  no 
longer  your  community  but  the  best  care  available  in  the  nation."  He  further 
stated  that  if  this  was  not  followed,  a  plaintiff's  attorney  would  be  knocking 
on  the  door  and  he  happened  to  be  married  to  one.  If  we  followed  this  thought 
process,  we  would  be  scared  into  not  delivering  babies  anymore  and  people  would 
then  have  a  300  mile  travel  distance  to  get  their  obstetric  care. 

2)  The  American  Board  of  Gastroenterology  recently  sent  out  a  directive  stating 
that  diagnostic  endoscopy  procedures  should  only  be  performed  by  Board  Certified 
gastroenterologists.  Shouldn't  the  primary  physician  be  doing  as  much 
diagnostically  to  identify  and  prevent  disease?  A  rebuttal  has  been  published 
recently  in  the  American  Family  Physician. 

3)  Dr.  Don  Trunkey  speaking  at  a  Trauma  Symposium  in  Send,  Oregon,  stated  that 
the  rural  family  physician  should  not  be  doing  peritoneal  taps  for  the  assessment 
of  intra-abdominal  hemorrhage  and  multiple  trauma;  he  likened  it  to  a  dog  chasing 
a  locomotive.  "Uhat  does  he  do  when  he  catches  it?"  However,  it  is  the  rural 
family  physician  who  is  totally  responsible  to  his  community  and  providing  the 
care  of  stabilization  until  a  patient  could  be  transported  to  an  appropriate 
level  facility. 

In  summary,  there  are  a  lot  of  skills  that  are  needed  by  the  primary  provider 
taking  care  of  rural  America  that  are  not  the  same  as  practicing  in  urban  or 
suburban  America.  Hopefully  ue  will  be  identified  and  recognized  by  the 
residency  training  boards. 

I  would  like  to  relate  my  conversation  with  Lowell  Euhus,  M.D.,  Family  Physician, 
Enterprise,  Oregon.  Dr.  Euhus  was  unable  to  attend  this  meeting  and  oer  our  phone 
conversation,  financial  reimbursement  and  time  are  a  very  big  issue  in  rural  primary 
care.  It  is  very  difficult  for  the  rural  communities  to  recruit  physicians  when  they 
are  competing  with  a  40-hour  week  and  markedly  increased  salaries  in  the  urban  areas. 

If  there  was  increased  reimbursement,  there  would  be  a  greater  competition  to  securing 
numbers  of  providers.  Burnout  is  also  a  large  concern  and  there  is  no  financing  for 
locum  tenems  coverage.  Enterprise,  Lakeview,  and  Prineville  are  the  only  hospitals 
that  do  not  have  ER  coverage  and  this  is  provided  by  the  local  physicians.  Bureaucracy 
is  becoming  so  burdensome  it  is  creating  a  business  rather  than  a  profession  and  a  lot 
of  the  finances  are  provided  to  middle  management.  The  rural  family  physicians  can 
only  handle  so  much  of  a  load  and  thus,  there  is  sometimes  barrier  for  patients  getting 
care  in  the  fact  that  physicians  have  just  had  to  say  "no". 

There  is  developing  an  extreme  distrust  in  government  programs.  For  instance  the  issue 
of  RVRBS  reimbursement  which  was  backed  heartily  by  family  practice  in  rural  America. 
Basically,  the  government  has  "lied".  Increased  reimbursement  for  Medicare  patients 
in  the  last  two  years  per  review  at  Uinding  Waters  Medical  Clinic  in  Enterprise, 
Oregon,  is  $.30  on  the  routine  intermediate  office  visit  which  does  not  even  cover 
inflation.  Thus,  rural  America  is  becoming  suspicious  and  has  a  lack  of  confidence  in 
support  for  further  programs.  The  Enterprise,  Oregon,  area  has  recruited  one  person 
out  of  their  community.  Or.  John  Burkhart,  to  the  field  of  medicine  and  he  is  a  sub- 
specialist  in  an  urban  area. 
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In  my  conversation  with  Dr.  Euhus,  it  is  felt  that  there  is  no  easy  answer.  He  would 
like  to  emphasize  the  ftHEC  program  with  the  provision  of  student  and  residents  is  a 
positive  step  but.  when  it  gets  down  to  the  bottom  line  of  procuring  health  care 
providers  to  rural  Oregon,  we  are  not  able  to  compete  because  of  th^  afore-mentioned 
salaries  and  time  commitment. 

I  would  like  to  submit  as  part  of  my  testimony,  an  article  authored  by  George  Ualdmann, 
M.D.  Family  Physician,  Madras,  Oregon,  that  appeared  in  Medical  Economics.  I  think 
this  article  titled  "What  it  will  take  to  save  rural  practice"  states  the  position  of 
the  vanishing  rural  health  care  in  America. 

We  can  only  attend  so  many  meetings,  group  discussions  and  travel,  taking  away  from  our 
patient  care.  As  this  meeting  Is  addressing  issues  of  rural  America,  here  we  are  again 
meeting  in  Medford,  Oregon,  which  is  anything  but  a  representation  of  rural  Oregon. 
This  is  what  we  are  asked  to  do  on  a  routine  basis,  be  it  our  commitment  to  the  OHSU 
and  their  teaching  program  and  a  lot  of  the  post-education  programs  also. 

I  submit  this  testimony  with  the  prayer  that  rural  America  will  be  cared  for  in  a  more 
positive  expeditious  manner  with  the  ability  to  recruit  and  retain  providers,  be  it 
physicians,  nurses,  medical  technologists,  physical  therapists. 

STATEMENT  OF  KARL  SEGNITZ 

Mr.  Segnitz.  Good  morning.  I  had  a  great  time  here  for  the  6 
weeks  and  I  guess  I  should  say  my  favorite  part  of  it  is  that  I  have 
had  Dr.  Bomengen  and  Dr.  Parr  and  the  other  doctors  here  teach- 
ing me  one-on-one  and  letting  me  do  an  awful  lot  of  things  with 
them. 

Just  in  6  weeks  of  being  here  I  feel  like  I  have  already  gotten 
to  know  the  community  a  lot,  and  they  have  gotten  to  know  me, 
and  I  have  done  just  about^-delivered  a  baby  every  week  that  I 
have  been  here,  done  a  lot  of  surgery,  and  then  the  next  night 
when  I  am  shopping  in  the  grocery  store  I  run  into  people  that  I 
have  already  met  and  treated  and  worked  with. 

I  started  off  my  third  year  a  year  ago  with  a  rural  rotation  in 
Idaho,  and  now  I  am  finishing  my  third  year  with  a  rural  rotation 
in  Oregon,  and  I  told  Dr.  Bomengen  and  everybody  here  that  I 
think  I  have  reaffirmed  my  interest  in  going  to  rural  America  and 
being  a  rural  family  practitioner.  In  fact,  when  I  get  back  to  Port- 
land in  a  few  weeks  I  am  sending  out  my  first  round  of  applications 
for  family  medicine  training. 

I  should  say  it  has  not  been  all  medicine.  I  have  been  very  busy 
here,  but  we  have  also  been  fortunate,  we  had  a  weekend  off  and 
Dr.  Bomengen  and  his  family  took  me  out  into  the  rural  country- 
side around  here  and  I  had  my  first  rattlesnake  hors  d'oeuvre. 
[Laughter.] 

So  I  have  gotten  to  see  not  only  the  medical  experience  but  the 
environmental  and  outdoor  advantages  of  being  here. 

Anyway,  it  has  been  my  best  rotation  by  far  out  of  the  whole 
third  year,  and  I  do  not  know,  I  think  that  is  something  that  I  have 
appreciated. 

Dr.  Bomengen.  Karl,  you  had  a  baby  named  after  you.  . 

Mr.  Segnitz.  Oh,  the  other  night  at  the  Safeway  I  was  getting 
groceries  and  I  ran  into  a  grandmother  and  I  had  just  delivered  a 
baby  with  Dr.  Parr,  and  she  just  informed  me  that  there  is  a  baby 
now  in  Lakeview  named  after  me — kind  of  interesting.  It  was  just 
after  Dr.  Richards  had  told  me  how  nice  it  is  to  get  to  know  your 
patients  in  rural  America,  and  the  kind  of  unity  that  goes  with  it, 
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and  I  am  very  enthusiastic  about  the  whole  program,  AHEC  pro- 
gram and  coming  out  here. 

Dr.  BOMENGEN.  Thank  you,  Karl.  I  have  got  2  minutes  on  my 
clock,  Senator,  and  the  obstacles  to  health  care  in  rural  Oregon  are 
really  providers,  and  again,  I  think  that  our  community  has  been 
fortunate,  but  we  have  gone  from  six  providers  as  of  May  1,  1993 — 
within  the  next  month  we  will  go  to  three  providers  with  the  loss 
of  a  physician  assistant  one  of  our  physicians  is  retiring,  and  one 
of  our  physicians  will  be  out  for  6  weeks  with  spine  surgery. 

There  is  no  back-up.  We  cannot  call  up  and  say  we  need  a  rural 
family  physician.  The  connotation  of  a  rural  family  physician  is 
much  different  than  an  urban  family  physician.  I  am  so  excited 
about  the  rural  family  practice  residency  program  that  will  start 
under  the  direction  of  Jim  Calvert  in  Klamath  Falls  in  June  1994. 
We  are  getting  to  train  the  people  to  serve  rural  Oregon. 

As  you  know,  60  percent  of  the  residents  in  training  will  stay  in 
that  general  geographic  area,  and  we  hope  to  replenish  the  supply 
of  us  older  doctors. 

I  just  cannot — the  only  negative — I  am  not  into  finances,  but  fi- 
nances are  a  big  thing  for  these  students  coming  out  of  medical 
school.  They  are  faced  with  $100,000  bill. 

You  know,  we  are  the  less-paid,  probably  one  of  the  longer- 
houred  physician  population  in  the  world  of  medicine.  When  you 
look  at  remuneration — again,  it  is  the  big  dollar.  I  am  not  saying 
that  is  good,  and  I  would  love  the  business  taken  out  of  medicine 
so  that  we  can  return  to  the  profession,  but  it  is  there.  I  would  love 
to  see  a  coordinated  effort  between  the  rural  communities  and  the 
Federal  Government  of  loan  forgiveness  or  some  sort  of — so  it 
would  relieve  that  stigma. 

I  am  concerned  about  the  involvement  of  Government,  and  as  I 
quoted  Lowell  Euhus,  who  is  my  partner  in  Enterprise,  OR,  the 
RBRBF  system,  which  was  going  to  equate  financial  reimburse- 
ment, has  upped  his  financial  reimbursement  38  percent  on  an  av- 
erage patient  visit,  and  so  there  is  a  bit  of  distress.  Senator,  and 
as  you  well  know. 

I  think  that — we  are  behind  you,  and  we  appreciate  what  you 
have  done  for  the  State  of  Oregon  for  the — ^giving  us  the  big  billing, 
the  funding,  and  the  continued  support  of  our  medical  school,  and 
ail  I  can  say  is,  on  behalf  of  all  the  family  physicians  in  rural  Or- 
egon, and  I  speak  for  them  and  my  partners  in  Lakeview,  OR,  we 
are  going  to  do  you  the  job  that  you  are  asking  for,  and  we  are 
going  to  assure  you  that  rural  America  will  be  taken  care  of. 

We  are  tough,  we  take  care  of  tough  people,  we  are  hardy,  we 
are  not  going  to  give  up,  and  no  matter  what  we  get  paid  we  are 
going  to  be  here,  and  again,  we  bless  your  efforts,  and  I  really  ap- 
preciate your  time  of  just  listening  to  us.  Good  luck  with  your  en- 
deavors. Please  call  if  we  can  help,  and  hopefully  that  stork  will 
not  land  on  us. 

Senator  Hatfield.  Can  you  hear  me?  Can  you  hear  me,  gentle- 
men? 

Dr.  BOMENGEN.  Yes. 

Senator  Hatfield.  You  can  hear.  You  can  hear,  OK.  I  want  to 
thank  you.  Dr.  Bomengen,  for  what  you  are  doing  there  and  for  the 
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spirit  that  comes  across  this  TV  of  your  dedication  to  the  rural  peo- 
ple of  our  State. 

I  wanted  to  ask  a  question,  if  I  could,  of  Karl  Segnitz.  Where  did 
you  grow  up,  in  what  part  of  life,  urban  or  rural,  and  where  would 
you  like  to  practice  when  you  finish  your  medical  training? 

Mr.  Segnitz.  Senator,  I  was  raised  in  Lexington,  KY,  until  I  was 
18,  in  a  town  of  about  150,000  people.  I  moved  to  Montana  in  1983 
and  completed  my  undergraduate  studies  there,  and  that  was  the 
beginning  of  my  falling  in  love  with  rural  America,  because  Mon- 
tana is  rural  all  the  way  through,  and  I  plan  to  return  to  some 
place  like 

Dr.  BOMENGEN.  Lakeview,  OR.  [Laughter.] 

Mr.  Segnitz  [continuing].  Like  Lakeview  or  rural  Montana.  Any 
of  the  smaller  communities  I  very  much  enjoy,  and  so  I  plan  to 
head  back  someplace  like  Montana  or  a  community  in  Oregon, 
somewhere  like  that  where,  No.  1,  they  need  doctors  really  bad  and 
I  also  enjoy  the  rural  atmosphere,  so  it  suits  me  well. 

Senator  Hatfield.  Well,  considering  that  living  in  rural  America 
is  empirical  as  far  as  describing  it  or  understanding  it,  let  me  ask 
you  this  question.  Do  you  find  that  in  medical  education  there  is 
opportunity  in  terms  of  curriculum  or  focus  on  curriculum  that 
could  help  identify  and  perhaps  inspire  more  medical  students  to 
look  to  rural  practice?  Is  there  anything  that  we  have  not  done  in 
terms  of  the  medical  curriculum? 

Dr.  BOMENGEN.  Senator,  I  will  answer  that  if  I  may — in  answer 
to  that,  yes.  I  think  we  are  getting  now,  in  regards  to  the  AHEC 
program — and  again,  I  cannot  support  that  enough.  In  looking  at 
the  residency  requirements  in  the  American  Academy  in  general 
practice,  I  feel  that  there  needs  to  be  a  change  in  those  require- 
ments in  the  fact  that  we  need  different  emphasis. 

We  need  to  do  surgery.  Senator.  You  are  going  to  be  hearing  a 
presentation  from  a  patient  in  Lake  County  today,  and  she  re- 
quired a  lot  of  surgery.  I  think  rural  family  physicians  need  more 
surgery.  They  need  high  risk  OB,  neonatology. 

They  need  to  be  the  best  diagnosticians  in  the  medical  commu- 
nity, bar  none — bar  the  subspecialists,  and  I  think  we  need  to  look 
at  on  a  national  basis  those  residency  requirements  when  we  are 
addressing  rural  family  practice,  sir. 

Senator  Hatfield.  Thank  you.  Do  you  think  there  is  an  oppor- 
tunity to  expand  the  rotation  of  medical  students  into  rural  hos- 
pitals beyond  the  current  residencies  that  are  provided?  I  am 
thinking  of  St.  Charles,  that  is  doing  much  in  both  surgery  and  in 
family  practice  in  rural  medicine.  Could  this  be  an  effective  rota- 
tion center  for  surgery  which  does  not  now  exist. 

In  other  words,  can  we  expand  those  disciplines  to  get  our  stu- 
dents out  into  the  rural  hospitals  more  than  we  are  doing? 

Dr.  BOMENGEN.  Oh,  absolutely,  and  I  know  how  to  do  it.  [Laugh- 
ter.] 

We  need  volume.  OK,  when  you  are  talking  about  subspecialty 
surgery  and  rotation  and  stuff,  and  again,  we  are  not  talking  about 
turf.  Senator.  Turf  in  medicine  is  a  real  thing.  There  are  some 
nasty  barriers  that  are  going  on,  and  I  think  that  we  should  abso- 
lutely dispel  those  barriers. 


19 

Our  job  out  here,  Senator — if  you  are  flying  back  to  Washington 
and  you  have  plane  trouble  and  crash  land  in  Lake  County,  you 
better  hope  that  we  are  able  to  take  care  of  you  and  do  the  best 
job,  and  in  order  to  do  that,  I  am  going  to  ask  our  general  surgeons 
at  St.  Charles  in  Klamath  Falls,  I  want  this  doctor  trained  very 
well  to  do  our  basic  surgical  techniques. 

He  has  got  to  be  able  to  do  the  routine  stuff  in  order  to  take  care 
of  the  emergency  stuff,  and  I  think  that  we  have  a  rapport,  because 
our  whole  goal  is  that  our  patients  are  taken  care  of  as  well  in 
rural  America  as  if  they  are  sitting  on  the  medical  school  doorstep. 

Senator  Hatfield.  Well,  thank  you.  You  are  well-represented 
here  today  with  Lakeview,  both  with  Nancie  Bogardus  and  with 
Pat  Widenoja,  so  we  are  very  happy  to  have  the  contribution  of 
Lakeview  and  Lake  County  to  our  hearing  this  morning. 

Good  luck  to  you,  also,  I  want  to  say  to  Karl,  and  we  hope  that 
you  will  locate  in  Oregon  and  not  Montana.  [Laughter.] 

Well,  that  got  us  involved  a  little  bit  more  than  I  anticipated 
but — I  wish  my  colleagues  on  the  committee  could  have  this  experi- 
ence. Let  us  turn  now  to  our  first  panel. 

STATEMENT  OF  NANCIE  BOGARDUS 

Ms.  Bogardus.  Good  morning.  I  am  Nancie  Bogardus,  and  I 
would  just  like  to  say  it  is  nice  to  know  that  Dr.  Bomengen  is  not 
playing  hooky,  because  he  called  me  at  5:30  this  morning  and  told 
me  I  would  be  driving  over  instead  of  flying  over,  so  if  I  am  thrown 
together  it  is  because  I  was  in  a  hurry. 

Senator  Hatfield.  Excuse  me  just  a  moment.  Can  you  all  hear 
in  this  room?  I  do  not  know  what  the  acoustics  are  back  there.  I 
am  understanding  there  are  those  that  cannot  hear.  Which  is  the 
microphone  that  is  the  amplifier?  Now,  would  you  try — please  con- 
tinue. 

Ms.  Bogardus.  I  have  been  a  resident  of  Lakeview  for  18  years, 
and  I  have  a  degree  in  community  health,  and  I  am  a  three-term 
elected  official  to  the  Lake  District  Hospital  Board,  and  I  want  to 
thank  you  for  having  me  here  today. 

The  debate  over  national  health  care  reform  presents  a  challenge 
to  all  of  us,  especially  rural  hospitals,  health  care  providers,  and 
educators.  It  is  our  opportunity  to  reorganize  and  develop  a  system 
to  provide  access  to  quality  rural  health  care  to  all  individuals. 

As  a  rural  hospital  trustee,  I  feel  there  are  several  barriers  to 
health  care  services  in  rural  Oregon.  An  ever-present  barrier  in  a 
rural  setting  is  the  retention  and  lack  of  all  levels  of  health  care 
providers.  There  is  a  real  shortage  problem  of  primary  care  and 
midlevel  providers  and  the  distribution  of  those  providers  to  the 
areas  they  are  most  needed. 

There  is  the  difficulty  of  rural  health  care  providers  in  keeping 
up  with  advanced  technology  and  health  care  education  due  in  part 
to  geographic  and  time  barriers.  Hospitals  and  practitioners  need 
to  maintain  professional  competency  throughout  their  practice  life. 
Institutions  and  health  care  providers  need  continuous  education 
and  updating  of  clinical  skills  to  meet  the  health  care  needs  of  the 
public. 

The  lack  of  coordination  within  agencies  and  among  different 
agencies  is  a  stumbling  block  in  rural  areas  as  well  as  urban  areas. 
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Coordination  among  providers  will  ensure  effective  management, 
improve  quality  of  care,  and  reduce  costs  to  all. 

A  system  of  health  care  providers  and  agencies  that  encourages 
and  promotes  preventive  medicine  and  early  intervention  would  be 
of  benefit  to  all  Americans,  especially  the  elderly  and  low  income. 

Another  significant  barrier  to  rural  health  care  access  is  a  lack 
of  community  resources  such  as  money,  facilities,  and  services.  The 
economic  decline  of  the  timber  industry,  high  unemployment,  and 
the  aging  population  in  rural  areas  have  all  had  a  drastic  effect  on 
the  utilization  of  health  care  services  as  well  as  the  funding  of  such 
services.  It  is  difficult  to  generate  community  support  of  education, 
new  technologies,  and  advancements,  when  they  do  not  have  the 
economic  resources  to  maintain  their  current  standards  of  living. 

Newly  created  criteria  of  the  educational  system  and  academic 
centers  to  direct  students  to  rural  practice  will  help  alleviate  the 
lack  of,  and  maldistribution  of  health  care  providers.  Oregon 
Health  Sciences  Center  and  its  innovative  family  practice  depart- 
ment, which  requires  medical  students  to  spend  a  portion  of  their 
training  in  rural  settings  in  the  off-campus  RN  degree  program  of 
five  rural  site  teaching  and  training  community  individuals  will  ad- 
dress the  lack  of  and  retention  of  providers. 

Efforts  should  be  made  to  reduce  professional  isolation  of  provid- 
ers in  rural  areas.  Continued  education  and  training  of  rural 
health  care  providers,  especially  in  the  advancing  use  of  high  tech- 
nology communication  systems  and  computer  technology,  will  re- 
duce geographic  barriers  and  isolation  of  rural  hospitals  and  pro- 
viders. By  bringing  affordable  and  convenient  continuing  education 
programs  to  remote  sites,  providers  are  able  to  maintain  a  high 
level  of  competency  and  knowledge  in  their  respective  fields. 

Networking  with  electronic  communications  and  computer  re- 
source systems  that  tie  rural  health  facilities,  large  institutions, 
and  educational  facilities  to  each  other  is  another  effective  method 
of  support  to  rural  communities. 

The  current  Oregon  Area  Health  Education  Center  system  and 
the  Oregon  Health  Science  University  offer  some  of  the  most  effec- 
tive programs  for  off-campus  education  and  electronic  communica- 
tions in  rural  and  medically  underserved  areas  for  students  and 
providers.  Education  is  the  heart  of  the  AHEC  concept  and  Or- 
egon's AHEC  system  is  accomplishing  this  objective. 

The  "Grow  Your  Own"  concept  promoted  by  the  Cascades  East 
Area  Health  Education  Center  is  a  joint  effort  of  rural  communities 
and  AHEC  to  encourage  rural  youth  to  enter  higher  education  and 
pursue  a  career  in  the  health  care  field.  Using  the  local  youth  as 
resources  for  health  care  professionals  will  alleviate  the  lack  of  and 
retention  of  health  care  professionals  in  rural  settings. 

Joint  efforts  by  public  schools,  health  care  institutions  and  com- 
munities will  ensure  the  effectiveness  of  these  career  mentoring 
programs  and  projects  to  interest  the  rural  youth  to  enter  edu- 
cational programs  and  return  to  their  communities. 

Partnerships  of  communities,  health  professional  schools,  institu- 
tions, and  AHEC  centers  pooling  their  resources  can  meet  the  spe- 
cial needs  of  rural  America.  The  unique  needs  of  each  location  can 
be  met  with  coalitions  that  bring  different  strengths  and  resources 
to  the  group  effort. 
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As  the  Appropriations  Committee  of  the  U.S.  Senate  Hstens  to 
and  discusses  programs  and  policies  to  improve  access  to  health 
care  in  rural  areas,  I  hope  they  will  consider  educational  funds  and 
allocations  as  one  of  the  primary  means  of  eliminating  major  bar- 
riers to  quality  and  affordable  health  care. 

PREPARED  STATEMENT 

I  hope  they  will  be  supportive  of  the  Federal  AHEC  system  and 
current  trends  in  medical  and  nursing  schools  to  increase  and  en- 
courage innovative  programs.  Most  of  all,  I  hope  the  committee  will 
listen  to  and  support  communities  and  hospitals  with  legislation 
that  will  address  their  lack  of  resources  and  finances,  and  I  thank 
you  for  hearing  me  today. 

[The  statement  follows:] 
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STATEMENT  OF  NANCY  B.  BOGARDUS 
The  debate  over  national  health  care  reform  presents  a  challenge 
to  all  of  US  ,  especially  rural  hospitals,  health  care  providers 
and  educators.  It  is  our  opportunity  to  reorganize  and  develop  a 
system  to  provide  access  to  quality  and  affordable  health  care  to 
all  individuals. 

As  a  rural  hospital  trustee  I  feel  there  are  several  barriers  to 
health  care  services  in  rural  Oregon.  An  ever  present  barrier  in 
a  rural  setting  is  the  retention  and  lack  of  all  levels  of  health 
care  providers.  There  is  a  real  shortage  problem  of  primary  care 
and  mid-level  providers  and  the  distribution  of  those  providers  to 
the  areas  they  are  most  needed. 

There  is  the  difficulty  of  rural  health  care  providers  in  keeping 
up  with  advanced  technology  and  health  care  education  due  in  part 
to  geographic  and  time  barriers.  Hospitals  and  practitioners  need 
to  maintain  professional  competency  throughout  their  practice  life. 
Institutions  and  health  care  providers  need  continuous  education 
and  updating  of  clinical  skills  to  meet  the  health  care  needs  of 
the  public. 

The  lack  of  co-ordination  within  agencies  and  among  different 
agencies  la  a  stumbling  block  in  rural  areas  as  well  as  urban 
areas.   Co-ordination  among  providers  will  ensure  effective 
management.  Improve  quality  care  and  reduce  costs  to  all.   A  system 
of  health  care  providers  and  agencies  that  encourages  and  promotes 
preventative  medicine  and  early  Intervention  would  be  of  benefit 
to  all  Americans,  especially  the  elderly  and  low  Income. 

Another  significant  barrier  to  rural  health  care  access  is  the  lack 
of  community  resources,  such  as  money,  facilities  and  services. 
The  economic  decline  of  the  timber  industry,  high  unemployment  and 
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the  aging  population  in  rural  areas  have  all  had  a  drastic  effect 
on  the  utilization  of  our  health  care  services,  aa  well  as  the 
funding  of  such  services.   It  is  difficult  to  generate  community 
support  of  education,  new  technologies  and  advancements  when  they 
don't  have  the  economic  resources  to  maintain  their  current 
standard  of  living. 

New  and  creative  criteria  of  educational  systems  and  academic 
centers  to  direct  students  to  rural  practice  will  help  alleviate 
the  lack  of  and  mal-diotrlbutlon  of  health  care  providers.   Oregon 
Health  Science  University  and  its  innovative  Family  Practice 
Department,  which  requires  medical  student  to  spend  a  portion  of 
their  training  in  rural  settings,  and  the  off  campus  R.H.  degree 
program  of  five  rural  sites  teaching  and  training  community 
individuals  will  address  the  lack  of  and  retention  of  providers. 

Efforts  should  be  made  to  reduce  professional  isolation  of 
providers  in  rural  areas.   Continued  education  and  training  of 
rural  health  care  providers,  especially  in  the  advancing  use  of 
high  tech  communication  systems  and  computer  technology  will  reduce 
geographic  distances  and  isolation  of  rural  hospitals  and 
providers.   By  bring  affordable  and  convenient  continuing 
educations  programs  to  remote  sites,  providers  are  able  to  maintain 
a  high  level  of  competency  and  knowledge  in  their  respective 
fields.   Networking  with  electronical  communications  and  computer 
resource  systems  that  tie  rural  health  facilities,  large 
institutions  and  educational  facilities  to  each  other  is  another 
effective  method  of  support  to  rural  communities. 

The  current  Oregon  Area  Health  Education  Center  (AHEC)  system  and 
the  Oregon  Health  Science  University  offer  some  of  the  most 
effective  programs  tor  off  campus  education  and  electronical 
communication  in  rural  and  medically  under  served  areas  for 
students  and  rural  providers.   Education  is  the  heart  of  the  AHEC 
concept  and  Oregon's  AHEC  system  is  accomplishing  this  objective. 
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The  "Grow  Your  Own"  concept  promoted  by  the  Cascades  East  Area 
Health  Education  Center  is  a  joint  effort  of  rural  communities  and 
AHEC  to  encourage  rural  youth  to  enter  higher  education  and  pursue 
a  career  in  the  health  care  field.   Using  the  local  youth  as  a 
resource  for  health  care  professionals  will  alleviate  the  lack  of 
and  retention  of  health  care  professionals  in  rural  settings. 
Joint  efforts  by  public  schools,  health  care  institutions  and 
communities  will  ensure  the  effectiveness  of  these  career  mentoring 
programs  and  projects  to  interest  the  rural  youth  to  enter 
educational  programs  and  return  to  their  communities. 

Partnerships  of  communities,  health  professional  schools, 
institutions  and  Area  Health  Education  Centers  pooling  their 
resources  can  meet  the  special  needs  of  rural  America.   The  unique 
needs  of  each  location  can  be  met  with  coalitions  that  bring 
different  strengths  and  resources  to  the  group  effort. 

As  the  Appropriations  Committee  of  the  United  States  Senate  listens 
to  and  discusses  programs  and  policies  to  improve  access  to  health 
care  in  rural  areas,  I  hope  they  will  consider  educational  funds 
and  allocations  as  one  of  the  primary  means  of  alleviating  major 
barriers  to  quality  and  affordable  health  care.  I  hope  they  will 
be  supportive  of  the  federal  AHEC  system  and  the  current  trends  in 
medical  and  nursing  schools  to  increase  and  encourage  Innovative 
programs.  Host  of  all,  I  hope  the  Committee  will  listen  to  and 
support  communities  and  hospitals  with  legislation  that  will 
address  their  lack  of  resources  and  finances. 

Senator  Hatfield.  I  thank  you.  Ms.  Bogardus,  let  me  ask  you, 
do  you  have  a  strategy  of  recruiting  in  your  center? 

Ms.  Bogardus.  Well,  we  are  going  to  soon  need  a  strategy,  be- 
cause we  are  losing  several  of  our  doctors. 

Senator  Hatfield.  So  there  is  not  a  strategy. 

Ms.  Bogardus.  Right.  Lakeview  and  Lake  County  has  been  very 
fortunate  in  having  wonderful  medical  professionals  as  well  as  a 
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wonderful  medical  facility,  due  in  part  to  something  our  county  has 
over  a  lot  of  counties,  and  that  has  been  the  Daly  fund. 

Senator  Hatfield.  Would  you  indicate  for  the  record,  and  for  the 
folks  here,  about  that  qualification  for  a  Daly  scholarship  that  is 
terribly  unique  to  Lakeview. 

Ms.  BOGARDUS.  It  is,  and  I  think  that  is  what  has  made  our  com- 
munity so  unique.  The  Daly  fund  was  started  almost  100  years  ago 
by  Dr.  Daly,  who  was  an  immigrant  from  Ireland  and  had  no  rel- 
atives, and  when  he  died  he  designated  all  of  his  money  to  be  set 
in  a  fund  and  the  interest  to  be  used  to  educate  Lake  County  stu- 
dents, and  the  only  stipulations  are  those  students  have  to  go  to 
4  years  of  high  school  in  Lake  County. 

It  is  not  based  on  financial  need.  It  is  based  on  academics  and 
outstanding  achievements.  They  may  go  to  any  State  university 
and  a  third  of  the  cost  of  their  education  is  paid  for,  and  there  is 
no  obligation  to  return  to  our  county. 

What  it  has  done  for  our  county,  it  has  made  many  of  our  youth 
return.  All  three  of  our  dentists  are  Daly  fund-educated,  several  of 
our  doctors  are  Daly  fund-educated,  our  judge,  most  of  our  attor- 
neys, and  numerous  other  students  returned  to  their  home  edu- 
cated and  able  to  support  Lake  County,  and  that  has  been  probably 
one  of  the  biggest  assets  to  our  county,  and  that  is  why  I  do  feel 
educational  funds  are  primary  to  recruiting  health  care 

Senator  Hatfield.  Now,  when  you  develop  your  strategy  on  re- 
cruiting, you  are  looking  at  a  whole  range  of  paramedics,  nurse 
practitioners,  nurses,  and  midwives. 

Ms.  BOGARDUS.  Right.  We  have  had  a  very  good  supply  of  physi- 
cians up  until  this  point,  but  we  usually  have  more  trouble  with 
the  allied  health  care  medical  technicians,  x-ray  technicians.  Right 
now  our  nurse  anesthetist  has  just  had  a  massive  heart  attack  and 
is  retired,  and  we — it  is  the  allied  health  care  professionals  that  we 
oftentimes  have  trouble  with,  but  we  recruit  in  all  areas. 

Senator  Hatfield.  Just  to  give  a  point  of  reference,  we  launched 
the  community  college  system  when  I  was  Governor  of  the  State, 
and  one  of  the  main  selling  points  that  we  had  on  the  community 
college  was  the  paraprofessional  programs  that  would  provide  us 
with  elementary  care,  whether  it  would  be  in  health,  whether  it 
would  be  in  other  areas  such  as — paraengineering  or  other  such 
paraprofessionals — and  that  was  to  help  us  develop  at  least  a  base- 
line from  which  to  move  out  into  the  entire  State. 

Are  you  today  satisfied  that  the  community  colleges  with  which 
you  may  have  had  any  contact  are  related  intimately  into  the  rural 
needs  of  Oregon  as  we  have  seen  demonstrated  as  the  Oregon 
Health  Sciences  through  its  AHEC  and  other — now,  I  know  the 
community  colleges  do  not  have  the  resources  to  go  out  there  with 
the  specifics  like  AHEC  and  so  forth,  but  do  you  have  a  sense  of 
a  relationship  and  relevance  to  those  community  college  resources 
of  the  paraprofessional  program? 

Ms.  BOGARDUS.  I  would  say  yes.  We  oftentimes  have  our  stu- 
dents go  to  a  community  college  before  they  attend  a  major  univer- 
sity, because  coming  from  Lakeview,  where  you  have  a  class  of  60 
students,  it  is  awfully  hard  to  enter  Oregon  State  University  with 
thousands  of  students,  and  it  is  not  that  they  could  not  compete 
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and  would  not  compete,  it  is  just  that  it  is  hard  for  them  to  adjust, 
and  so,  yes,  the  community  colleges  have  helped  Lake  County. 
Senator  Hatfield.  Thank  you,  Ms.  Bogardus. 

STATEMENT  OF  MEADOW  MARTELL 

Ms.  Martell. 

Ms.  Martell.  Good  morning,  Senator  Hatfield.  My  name  is 
Meadow  Martell,  and  I  am  the  executive  director  of  the  Siskiyou 
Community  Health  Center,  a  nonprofit  medical  clinic  in  Cave  Junc- 
tion. 

The  clinic  began  in  1973  as  a  grassroots  community-based  effort 
called  the  Takilma  Peoples  Clinic,  and  it  was  through  the  dedica- 
tion and  commitment  of  staff  paid  low  wages  and  many  hours  of 
volunteer  time  that  we  were  able  to  keep  the  overhead  and  charges 
extremely  low.  The  clinic  was  an  integral  part  of  the  community. 

Well,  20  years  later  the  world  of  medicine  that  we  practice  in 
now  is  not  nearly  so  simple.  Low-income  patients  that  at  one  time 
were  able  to  keep  their  dignity  by  bartering  for  goods  and  services 
for  medical  care  now  find  that  their  only  option  is  a  publicly  issued 
medical  card. 

As  a  clinic  we  spend  many  hours  and  considerable  time  and 
money  billing  multiple  insurance  companies  who  have  each  a  dif- 
ferent demand  while  we  try  to  decide  what  the  impact  of  managed 
care  is  going  to  be  on  our  bottom  line.  We  struggle  with  regulations 
that  dictate  how  we  practice,  and  we  have  staff  that  rightfully  de- 
mand a  wage  and  salary  level  that  will  support  them  and  their 
families. 

We  are  dedicated  to  our  mission  to  providing  quality  health  care 
in  the  Illinois  Valley.  Other  than  a  semiretired  part-time  physician, 
we  are  the  only  health  care  services  for  about  10,000  people  and 
the  next  nearest  services  are  45  minutes  away  over  a  mountain 
pass  which  is  sometimes  impassable. 

We  have  gone  through  a  lot  of  changes  to  keep  this  commitment. 
Over  the  last  10  years  we  became  and  went  through  the  rigorous 
process  of  becoming  a  rural  health  clinic.  We  have  moved  our  clini- 
cal operations  into  Cave  Junction,  which  is  the  population  hub  of 
the  Illinois  Valley,  and  we  have  closed  our  regional  site  in  Tacoma 
to  consolidate  our  resources.  We  believe  strongly  in  networking  in 
our  community  and  with  other  health  organizations. 

We  are  hard  workers,  and  we  are  not  just  looking  for  hand-outs. 
We  face  some  serious  problems  that  make  it  difficult  for  us  to  be 
competitive.  First  of  all,  our  population  is  poor  and  has  few  re- 
sources. About  33  percent  of  the  people  in  the  Illinois  Valley  live 
under  the  Federal  poverty  level,  and  for  a  family  of  three  that 
means  a  monthly  income  of  $991  a  month,  and  almost  60  percent 
of  the  people  in  the  valley  live  under  200  percent  of  the  poverty 
level.  Last  year,  nearly  37  percent  of  our  people  that  came  to  our 
clinic  had  no  form  of  health  care  insurance  at  all. 

The  second  factor  that  really  seriously  affects  us  is  the  lack  and 
the  shortage  of  primary  care  providers,  and  I  use  that  to  include 
physicians,  nurse  practitioners,  and  physician's  assistants,  because 
we  utilize  all  three  of  them  very  effectively. 

A  family  practice  resident  today,  just  coming  out  of  school,  ex- 
pects the  same  competitive  salary  in  Cave  Junction  as  he  would 
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find  in  Portland  or  Medford,  and  then  sometimes  they  want  some- 
thing more  to  be  enticed  to  come  to  a  rural  area, 

I  could  not  tell  you  about  all  the  programs  that  have  been  effec- 
tive and  helped  us.  It  just  would  take  too  long,  but  I  would  like  to 
focus  on  just  four.  First  of  all,  the  Rural  Health  Clinic  Act  has 
made  a  significant  difference  in  our  ability  to  continue  providing 
services  in  a  medically  underserved  area.  The  cost-based  reim- 
bursement that  we  received  for  our  Medicare  and  Medicaid  pa- 
tients, about  50  percent  of  all  of  our  encounters,  is  vital  to  us  main- 
taining our  daily  operations. 

Let  me  just  give  you  an  example.  In  July  of  this  year  we  saw  242 
Medicaid  encounters,  and  under  the  Rural  Health  Clinic  Act  we 
will  receive  about  $11,000.  Now,  a  managed  care  organization 
under  our  current  Medicaid  managed  care  program  in  Oregon 
would  have  reimbursed  us  about  $5,000  for  those  same  services, 
and  that  difference  of  $6,000  means  whether  we  can  meet  our  pay- 
roll or  not,  so  it  is  very  important  to  us. 

Unfortunately,  under  the  Oregon  health  plan  we  will  lose  our 
rural  health  clinic  status  for  our  Medicaid  patients,  and  this  in- 
cludes federally  qualified  health  centers  also.  The  argument  on  the 
other  side  is  that  there  will  be  a  number  of  new  patients  that  will 
have  insurance  that  we  will  be  able  to  get  reimbursed  for,  but  no- 
body has  been  able  to  tell  me  how  many  people  this  will  be,  or  how 
much  we  will  get  reimbursed,  and  it  makes  me  extremely  nervous, 
because  I  cannot  plan  my  budget. 

I  have  a  small  clinic.  We  do  not  have  the  administrative  capacity 
or  the  financial  reserves  to  become  a  managed  care  organization, 
and  I  believe  it  is  at  that  level  that  the  people  that  will  experience 
the  net  effect  of  this  increased  reimbursement.  Instead,  we  must 
subcontract  with  the  larger  managed  care  organizations,  and  there 
is  no  incentive  for  them  to  give  us  any  more  than  they  have  to. 

Now,  we  fully  expect  to  participate  with  other  health  care  organi- 
zations, but  as  a  rural,  poor,  underserved  area,  I  doubt  that  we  will 
ever  be  very  competitive.  It  concerns  me  that  we  are  dismantling 
a  program  that  we  know  has  provided  health  services  in  rural 
areas  before  the  impact  of  its  replacement  is  known. 

A  second  program  that  could  have  a  significant  impact  in  our 
area  is  the  Community  Health  Center  funding.  Under  this  pro- 
gram, it  would  provide  funding  for  poor,  needy  patients  who  have 
few  options,  thus  freeing  up  valuable  clinic  resources  that  we  can 
use  for  the  rest  of  the  community.  It  was  not  until  1992  that  this 
program,  the  CHC  program,  opened  up  to  any  new  starts.  We  ap- 
plied for  funding  in  1993,  but  there  is  no  guarantee  that  we  will 
receive  any  of  the  limited  funding  available. 

This  October,  we  are  proud  to  say  we  will  recruit  our  first  physi- 
cian in  3  years,  and  I  do  not  believe  this  would  have  at  all  been 
possible  without  the  National  Health  Service  Corps  Loan  Repay- 
ment Program,  and  without  that  extra  funding  we  would  not  have 
been  able  to  recruit  a  physician. 

Since  the  near  demise  of  the  scholarship  program  under  the  Na- 
tional Health  Service  Corps  the  loan  repayment  program  has  been 
a  very  important  resource  for  attracting  physicians  into  rural 
areas.  We  are  very  grateful  for  this  program,  and  we  hope  that  you 
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will  continue  support  and  expand  the  National  Health  Service 
Corps. 

A  relatively  new  program  that  has  made  a  significant  difference 
in  our  area  is  the  world  health  outreach  grants.  This  program 
grants  3  year  grants  to  rural  health  care  providers  that  are  in  con- 
sortiums who  are  looking  for  innovative  approaches  to  their  own 
problems.  We  have  a  strong  organization  here  in  southern  Oregon 
committed  to  working  together  called  the  Health  Care  Coalition  of 
Southern  Oregon  that  we  are  very  proud  of. 

This  three-county  organization  includes  two  public  health  agen- 
cies, a  rural  health  clinic,  a  migrant  health  center,  a  nonprofit  clin- 
ic that  has  two  sites,  and  now  there  are  two  new  clinics  serving  low 
income  patients  made  possible  by  rural  health  outreach  grants  in 
the  Federal  Office  of  Rural  Health  Policy. 

It  is  very  exciting  the  amount  of  resources  and  information  we 
have  been  able  to  share  in  HCCSO,  as  we  fondly  call  it.  The  Gov- 
ernment would  do  well  to  continue  to  support  programs  in  rural 
areas  and  organizations  that  help  us  find  our  own  innovative  ap- 
proaches to  our  unique  needs. 

Finally,  in  closing  I  just  want  to  share  my  hopes  about  some  of 
the  future  challenges  we  may  face.  We  know  this  is  a  significant 
time  of  change  and  innovation  in  health  care,  and  the  problems 
that  we  are  facing  today  of  recruitment  and  funding  for  poor  popu- 
lations are  not  going  to  be  easily  solved. 

During  this  time  of  exploration,  we  must  be  cautious  about  how 
we  transpose  programs  designed  to  work  in  urban  areas  into  a 
rural  system.  We  must  protect  the  fragile  health  system  that  exists 
now.  And  at  the  clinic  we  have  no  reserves  to  tide  us  over  while 
the  bureaucracy  experiments. 

PREPARED  STATEMENT 

We  must  continue  to  support  what  we  know  works  while  we  ex- 
plore options  that  will  help  us  solve  some  of  the  problems  that  we 
have  in  health  care  now.  We  must  work  together  and  continue  to 
build  on  our  own  unique  strength,  and  we  cannot  do  this  alone. 

We  certainly  appreciate  and  thank  you  for  your  care  and  concern. 

[The  statement  follows:] 
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STATEMENT  OF  MEADOW  MARTELL 

Senator  Hatfield,  my  name  is  Meadow  Martell  and  I  am  the  executive 
director  of  the  Siskiyou  Community  Health  Center,  a  non-profit  medical 
clinic  in  Cave  Junction.   Although  I  am  relatively  new  in  Cave  Junction  I'm 
not  to  rural  health,  having  spent  the  last  25  years  of  my  life  working  in  rural 
areas,  including  the  last  five  years  at  the  Oregon  Office  of  Rural  Health. 

My  testimony  this  morning  is  divided  into  two  parts.    I  would  like  to  begin 
with  a  description  of  who  we  are  and  the  experiences  and  barriers  we  face 
in  providing  health  care  services  in  a  rural  area.    I  will  finish  with  some 
comments  on  current  programs  that  have  helped  us  and  our  concerns  for 
the  future. 

In  1973  the  Siskiyou  Community  Health  Center  began  as  a  grass-roots 
community  based  effort,  called  the  Takilma  People's  Clinic,  in  the  small 
community  of  Takilma.  Dedication  and  commitment  of  the  staff  paid  low 
wages  and  many  community  volunteer  hours  kept  overhead  and  charges 
extremely  low.   The  clinic  was  truly  an  integral  part  of  the  community. 

Twenty  years  later,  the  world  of  health  care  that  we  live  in  is  not  so  simple. 
Low-income  patients  who  two  decades  ago  could  preserve  their  dignity  by 
bartering  goods  and  services  for  medical  care,  now  find  that  presenting  a 
publicly  issued  medical  card  is  their  only  option.   Now  we  must  spend 
considerable  time  and  money  billing  multiple  insurance  companies  each 
with  a  different  demand  and  trying  to  decipher  how  managed  care  will 
affect  us.     We  struggle  with  regulations  that  dictate  how  we  provide 
services  and  we  must  pay  staff  who  rightfully  demand  a  wage  and  salary 
structure  which  will  permit  them  to  provide  for  the  basic  needs  of  their 
families.    I  don't  mean  to  sound  like  I'm  complaining.    I  just  want  to 
illustrate  the  magnitude  of  the  changes  we've  had  to  deal  with  over  the  last 
twenty  years. 

We  are  dedicated  to  our  mission  of  providing  quality  health  care  in  the 
Illinois  Valley.   Other  than  a  semi-retired,  part-time  physician  we  are  the 
only  source  of  primary  care  for  a  service  area  of  over  10,000  people.  ITie 
next  nearest  services  are  in  Grants  Pass,  45  minutes  over  a  mountain  pass. 
As  a  cljnic  we  have  gone  through  a  lot  of  changes  to  maintain  this 
commitment.    We  became  a  certified  Rural  Health  Clinic  three  years  ago  to 
maximize  our  reimbursement  under  the  Medicaid  and  Medicare  programs, 
moved  our  clinical  operations  into  Cave  Junction  and  closed  the  original 
site  in  Takilma  to  consolidate  our  resources.   We  believe  strongly  in 
networking  in  community  and  with  other  health  care  providers.    We  are 
hard  workers  and  not  just  looking  for  hand  outs. 

We  face  some  serious  problems  that  make  it  difficult  for  us  to  be 
competitive. 

First,  our  patient  population  Is  poor  and  has  few  resources.   33%  of  the 

people  in  the  Illinois  Valley  are  below  the  federal  poverty  level.    For  a 
family  of  three  that  means  a  monthly  income  of  less  than  $991.     More  than 
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60%  of  the  households  In  our  area  are  below  200%  of  the  poverty  level. 
Medicaid  covers  only  a  fraction  of  these  people.    Last  year,  37%  of  the 
patients  we  saw  had  no  form  of  health  insurance  at  all.   Our  geographic 
distance  from  other  health  care  resources  and  the  lack  of  transportation  is  a 
further  strain  for  the  limited  income  population. 

The  second  factor  that  seriously  affects  us  Is  the  shortage  of  primary  care 
physicians.     A  family  practice  resident  today  expects  the  same  competitive 
salaries  offered  in  urban  areas  and  then  often  something  more  to  entice 
them  to  a  rural  area.    We  have  yet  to  be  successful  in  recruiting  a  physician 
who  wit!  stay  in  the  area. 

Let  me  tell  you  of  some  of  the  programs  and  policies  that  have  helped  us.  It 
takes  an  incredible  variety  of  approaches  to  reach  the  needs  in  rural  areas. 
I  will  speak  to  just  four  of  the  ones  that  are  important  to  us. 

The  Rural  Health  Clinic  Act  (PL  95-210) 

The  Rural  Health  Clinic  Act  has  had  a  significant  impact  on  our  ability  to 
continue  providing  services  to  the  medically  underserved  population  in  our 
area.   Tlie  cost-based  reimbursement  for  our  Medicaid  and  Medicare 
patients,  56%  of  our  visits,  is  vital  to  maintaining  our  daily  operations.    In 
July  we  had  242  Medicaid  encounters  and  will  received  $11,132  as  a  Rural 
Health  Clinic.   Our  reimbursement  from  a  managed  care  organization  in 
our  area  under  the  current  Medicaid  managed  care  program  would  have 
been  only  about  $5000.   That  discrepancy,  of  more  than  $6000  means  the 
difference  to  us  of  meeting  our  payroll  or  not. 

Under  the  Oregon  Health  Plan  we  will  lose  our  Rural  Health  Clinic 
reimbursement  for  medicaid  patients.   TTiis  waiver  includes  Federally 
Qualified  Health  Centers  also.   The  argument  is  that  more  people  will  get 
coverage,  but  no  one  can  tell  me  how  many  or  how  much.   So  how  can  I 
plan  my  budget?   As  a  small  clinic  that  does  not  have  the  administrative 
capacity  or  financial  reserves  to  be  a  freestanding  managed  care 
organization,  we  must  rely  on  sub-contracting  with  larger  managed  care 
organizations.   There  is  no  incentive  for  managed  care  organizations  to  pay 
me  any  more  than  they  have  to.    We  fully  expect  to  work  in  partnership 
with  other  health  care  organizations,  but  we  are  in  an  underserved  rural, 
poor  area  that  will  probably  never  be  very  competitive.    It  concerns  me  that 
we  are  dismantling  a  program  we  know  has  helped  support  health  care  in 
rural  areas  before  the  impact  of  its  replacement  is  known. 

Community  Health  Center  Funding  (Section  330) 

The  Community/Migrant  Health  Center  program  is  another  important 
option  for  funding  in  a  medically  underserved  area.    CHC  funding  would 
help  pay  for  the  care  of  poor,  needy  patients  who  have  few  options  and  free 
up  valuable  clinic  resources  that  can  be  used  for  the  rest  of  the  community. 
1992  was  the  first  year  in  a  long  time  that  this  program  opened  up  to  new 
centers.    We  applied  to  the  Public  Health  Sen/ice  CHC  Grant  Program  this 
year,  but  there  is  no  assurance  that  we  will  receive  any  of  the  limited 
funding  available. 
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National  Health  Service  Corps 

This  October  we  will  recruit  our  first  new  physician  in  more  than  three 
years.    I  don't  believe  this  would  have  been  possible  without  the  federal 
loan  repayment  program  under  the  National  Health  Service  Corps.    With 
the  near  demise  of  the  scholarship  program  a  few  years  ago,  the  loan 
repayment  program  has  become  a  veiy  important  resource  for  attracting 
practitioners  into  rural  areas.    We  are  very  grateful  for  this  program  and 
hope  you  will  continue  to  support  and  expand  the  National  Health  Service 
Corps.  . 

Rural  Health  Outreach  Grants 

A  relatively  new  program  that  has  made  a  significant  difference  in  our  rural 
area  is  the  Rural  Health  Outreach  Grants.   This  three  year  grant  program 
supports  innovative  approaches  to  health  care  delivery  by  consortiums  of 
rural  health  care  providers.    We  have  a  strong  organization  in  Southern 
Oregon  committed    to  working  together  called  the  Health  Care  Coalition  of 
Southern  Oregon.    Members  from  three  counties  include  two  Public  Health 
Departments  ,  a  migrant  health  center,  a  rural  health  clinic,  a  non-profit 
health  clinic  with  two  sites,  and  two  new  clinics  for  low-income  patients 
made  possible  by  the  Rural  Health  Outreach  Grant  Program  and  the 
Federal  Office  of  Rural  Health  Policy.    It  is  exciting  the  amount  of 
information  and  resource  sharing  we  have  been  able  to  accomplish  in 
HCCSO.   The  government  would  do  well  to  support  rural  areas  and 
organizations  finding  creative  solutions  to  address  their  own  unique  needs. 


In  closing,  I  want  to  share  my  hopes  about  how  we  approach  the  future 
challenges  we  may  face.    This  is  a  significant  time  of  change  and  innovation 
in  health  care.    It  brings  a  lot  of  excitement  and  hope  to  many  people, 
including  us.    We  know  that  the  problems  we  confront  now  of  recruiting 
practitioners  into  rural  areas  and  funding  for  a  poor  population  are  not 
going  to  be  quickly  solved.    During  this  time  of  exploration  we  must  be 
cautious  about  how  we  transpose  programs  designed  to  work  in  urban  areas 
into  a  rural  system.    We  must  protect  the  fragile  health  care  infrastructure 
that  already  exists.    As  a  clinic,  we  have  no  reserves  to  tide  us  over  while 
the  bureaucracy  experiments.    We  must  continue  to  support  what  we  know 
works,  while  we  look  for  creative  new  approaches  to  the  health  care 
problcins  in  this  country.    We  must  work  together  and  build  on  each  of  our 
unique  strengths.    We  can  not  do  this  alone. 

Thank  you  for  your  care  and  concern. 

Senator  Hatfield.  Thank  you.  I  would  like  to  give  you  a  copy  of 
my  proposed  legislation  to  see  how  it  might  fit  more  precisely  into 
some  of  the  points  you  make. 

I  would  like  to  also  make  the  statement  for  the  record  that  Or- 
egon is  one  of  the  leading  States  in  the  Nation  on  the  rural  health 
outreach  programs.  As  you  know,  we  have  six  very  significant  cen- 
ters in  Oregon.  I  am  very  proud  of  the  record  they  have  made  on 
that,  and  I  would  hope  that  we  could  see  those  expanded  not  only 
in  numbers  but  areas  to  be  served.  Thank  you. 
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Ms.  Martell.  Thank  you. 

STATEMENT  OF  PAT  WIDENOJA 

Senator  Hatfield.  Ms.  Widenoja. 

Ms.  Widenoja.  I  hate  to  be  picky,  but  the  first  thing  I  have  to 
do  is  correct  this  Httle  name  tag.  You  were  correct  when  you  an- 
nounced my  name  and  seated  me,  that  I  am  from  Christmas  Val- 
ley. I  am  not  from  Lakeview.  I  am  100  miles  away,  which  is  signifi- 
cantly different.  I  am  from  the  frontier. 

Senator  Hatfield.  We  will  correct  the  record. 

Ms.  Widenoja.  On  the  map  up  there,  you  know,  I  am  sort  of  a 
little  dot.  I  am  100  miles  from  Bend,  Burns,  Lakeview,  or  EQamath. 

Senator  Hatfield.  You  are  100  miles  from  everywhere. 

Ms.  Widenoja.  100  miles  from  everywhere. 

It  is  real  hard  to  compete  when  I  have  to  follow  acts  like  Dr. 
Bomengen.  He  is  such  a  great  act.  It  is  kind  of  like  arriving  with- 
out slides  to  a  medical  conference. 

I  spent  considerable  time  trying  to  come  up  with  my  written  tes- 
timony to  you,  and  as  I  sit  nere  and  I  listen  to  people  testify  I 
think  I  will  let  it  stand.  It  is  a  rather  boring  speech  to  read,  and 
rather  theoretical,  and  I  want  to  make  a  few  more  comments  along 
the  lines  of  the  things  I  have  heard  here  today. 

I  guess  my  primary  focus  is  that  when  you  really  want  to  make 
change  you  can  legislate  it,  you  can  manufacture  it,  but  the  only 
real  way  to  make  lasting  change  is  to  educate  people. 

I  have  been  in  my  community  for  I  guess — I  was  there  for  12^2 
years  as  community  health  nurse  and  I  returned  educated  as  a 
nurse  practitioner  to  try  to  bring  primary  health  care  there.  I  have 
worked  for  10  V2  years  to  try  to  get  a  health  center,  to  try  to  get 
the  coalitions  you  speak  about  in  your  bill,  to  try  to  get  more  than 
just  a  clinic  in  my  community,  to  get  dentists,  to  get  mental  health, 
to  get  all  the  other  paraprofessionals  and  it  has  been  very,  very 
frustrating  and  it  has  been  very  slow. 

So,  I  asked  myself  when  I  came  here  today,  what  was  I  going  to 
ask  you  for?  What  changes  do  I  want  from  the  outside?  Well,  I  can 
ask  you  for  money.  What  else  do  you  have  to  offer  me?  You  can  leg- 
islate rules,  you  can  manufacture,  you  can  tell  people  to  wear  seat- 
belts.  That  does  not  mean  they  wear  seatbelts  in  my  community. 
It  takes  the  education.  So,  that  is  probably  what  I  ask  for  the  most. 

And  I  ask  that  you  not  only  put  your  education  into  traditional 
medicine  avenues,  I  ask  that  you  put  it  into  things  like  extension 
agents.  And  I  gave  you  in  my  supplement  to  my  testimony  the  ex- 
ample of  the  extension  agent  in  Redmond,  and  how  he  has  devel- 
oped that  community  so  that  they  have  grown. 

The  things  that  are  real  barriers  in  my  community  are  not  just 
the  geographies,  they  are  not  just  the  distance.  People  have  lived 
with  those  for  100  years.  You  know,  I  am  a  real  convenience  to 
them^.  They  want  to  go  to  Bend,  they  want  to  go  to  Lakeview.  That 
is  where  they  have  always  gone.  I  am  just  a  stop  off  convenience. 
And  for  the  new  people  who  come  from  urban  areas,  who  expect  all 
the  amenities  of  primary  care,  they  are  the  ones  who  overutilize 
me,  bum  me  out.  They  do  not  know  how  to  take  care  of  themselves. 

So  I  ask,  what  about  all  the  people  I  cannot  reach  who  are  low 
income  and  do  not  have  any  money?  How  am  I  going  to  treat  them? 
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There  are  a  whole  bunch  of  people  in  my  community  I  do  not  even 
touch.  So,  then  I  have  to  look  at  a  model  by  a  social  worker,  I  think 
his  name  is  Kleinman,  who  talks  about  alternatives  to  allopathy 
which  is  medicine,  nursing,  all  the  things  we  are  talking  about 
here  today,  and  that  in  rural  communities  really  it  is  the  lay  pro- 
viders and  it  is  those  alternative  medicine  people  who  deliver  most 
health  care. 

And  in  Alaska  I  think  they  have  expanded  on  that  quite  well. 
They  have  taken  the  rural  people  and  trained  community  helpers. 
They  have  looked  at  how  they  can  make  that  safe.  In  12  Vb  years 
there,  the  kinds  of  things  that  I  have  found  myself  grappling  with 
more  often — it  is  not  that  I  do  not  grapple  with  emergencies.  But 
often  times  I  grapple  with  things  like  people  taking  veterinary 
medicine,  and  what  does  it  mean  when  they  inject  themselves  with 
LA-100,  which  is  a  veterinary  antibiotic? 

What  does  that  mean  to  me,  when  I  know  that?  What  does  it 
mean  to  me  when  they  put  goldenseal  in  their  wound  instead  of  my 
antibiotic  ointment?  What  does  it  mean  when  they  ask  if  they  can 
use  garlic  drops  in  their  ears?  Is  that  safe,  or  should  I  tell  them 
not  to  do  that?  And  I  do  not  think  school  educated  me  for  those 
things. 

I  think  that  is  why  we  have  to  look  at  frontier  and  rural  experi- 
ences differently  than  urban  experiences.  I  do  not  think  that  ur- 
banity can  be  fit  to  rural.  And  I  came  across  a  recent  theoretical 
framework  that  I  really  like  that  talked  about  the  ways  we  know 
and  the  fact  that  medicine  has  been  really  based  on  our  quan- 
titative descriptions. 

Everybody  has  bounced  off  statistics  here  to  describe  me  in  my 
rural  area,  and  I  can  tell  you  a  lot  of  statistics  but  that  does  not 
talk  about  the  process,  the  interpersonal  things  that  happen.  Who 
is  mad  at  me?  Who  will  not  utilize  me?  Who  likes  me?  Who  knows 
my  history?  That  does  not  talk  about  the  process  that  goes  on  in 
communities. 

It  does  not  talk  about  why  a  network  we  had  with  Chiloquin  did 
not  work.  It  was  not  really  because  only  of  barriers,  it  was  because 
it  was  not  in  our  primary  traffic  patterns,  we  did  not  have  relation- 
ships, we  did  not  know  people,  so  it  did  not  work.  It  was  not  that 
it  was  not  a  good  network,  it  was  not  that  it  was  not  a  good  idea, 
it  had  to  do  with  relationships. 

And  the  reason  I  want  to  see  the  urban  people,  legislators,  et 
cetera  out  there — I  think  it  is  great  that  they  come  out  there  on 
telecommunication.  But  I  think  it  is  real  different  when  you  are  20 
to  30  miles  from  nowhere,  you  have  a  medical  emergency,  and  you 
do  not  have  your  tools. 

The  first  time  I  was  faced  with  a  heart  attack  and  I  realized  I 
did  not  have  a  stethoscope,  I  did  not  have  any  drugs,  and  I  won- 
dered what  I  was  going  to  do  while  I  waited  for  the  ambulance.  I 
started  changing  my  thinking,  and  thinking  maybe  I  wanted  to 
look  at  a  pressure  point  to  keep  a  heart  going.  Maybe  I  wanted 
some  other  form  of  knowledge.  And  I  started  saying,  what  did  peo- 
ple do  before  I  came? 

So,  I  think  that  for  you  federally,  I  would  really  like  to  make 
sure  that  more  emphasis  is  put  on  the  National  Institutes  of 
Health  alternative  medicine  program.  I  would  like  to  see  you  sup- 


34 

port  the  educational  things  I  ask  for  in  my  speech.  And  I  do  think 
networks  are  great.  I  just  think  that  sometimes  you  do  not  consider 
the  things  that  are  barriers  to  networks,  Hke  it  is  really  hard  to 
get  matching  funds  and  support.  It  is  really  hard  to  write  grants 
when  you  are  uneducated. 

That  has  been  one  of  my  major  stumbling  blocks.  I  have  been 
there  8  months  and  everybody  says,  why  do  you  not  have  a  grant? 
Well,  because  we  do  not  have  our  stuff  together.  It  is  not  that  we 
are  not  educated.  I  just  cannot  get  the  clinic  and  the  community 
stuck  together  to  make  that  grant  look  competitive. 

PREPARED  STATEMENT 

So,  those  are  the  kinds  of  things  that  I  can  tell  you  all  about. 
But  until  you  experience  them  you  do  not  know  it.  It  is  going  to 
take  a  lot  more  people  out  there  living  it,  not  just  for  1  day  but 
for  1  week  or  2,  that  is  going  to  make  a  difference. 

Thank  you. 

[The  statement  follows:] 
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STATEMENT  OF  PAT  WIDENOJA 

The  real  barriers  to  rural/frontier  health  care  aren'  C 
found  in  the  environment  or  circxunstancea  of  the  culture;  they 
are  found  in  our  mind  sets  and  the  paradigm  that  "them  that  rule 
has  the  gold"  operate  under.   Its  not  that  other  barriers  don'  t 
exist  and  have  to  be  overcome.   Its  in  examining  why  what  we'  ve 
been  doing  is  not  working,  that  we  find  the  mind  set  barriers 
and  see  a  different  perspective  on  why  solutions  will  or  will 
not  work. 

We  have  to  expand  our  ways  of  knowing  about  rural/frontier 
issues  from  traditional  quantitative  descriptions  to  include 
more  qualitative  process  ■'understanding  and  expose  leaders  to 
more  experiential  knowledge.   We  have  to  quite  looking  at  health 
care  in  isolation  from  the  social  economical  issues  that 
influence  isolated  rural /frontier  areas. 

We  need  to  develop  and  support  the  internal  resources  of 
communities  before,  and  after,  we  put  a  provider  in  them. 
Supplement  and  subsidize  providers  and  systems  of  health  care 
where  the  community  is  lacking.   Provide  subsidized  relief  to 
prevent  over  utilization  and  burnout  of  providers  and  systems. 
Cultivcite  and  fertilize  the  resourcfts  vn.th±n  the  community  so 
they  can  become  self-sufficient.   Provide  education  about  how  to 
use  those  internal  resources  and  alternatives  to  Allopathic 
medicine  safely  and  wisely. 

We  need  to  examine  what  it  is  about  the  help  we  offer 
that  makes  rural/frontier  people  appear  to  be  so  resistant  to 
it,  and  why  it  doesn'  t  get  used.   Is  it  in  an  acceptable  form? 
We  need  to  protect  the  culture  of  r\aral/f rentier  America  and 
watch  out  for  uncontrolled  infiltration  that  destroys  the 
essence  of  the  community  and  culture.   I  liken  it  to  the 
destruction  of  the  American  Indians  way  of  existing  with  the 
land  when  the  white  men  insisted  on  European  ways  totally  unfit 
for  "heir  new  land  and  environment.   We  need  to  acknowledge  and 
develop  the  cultural  uses  of  lay  medicine  and  alternative 
medicine.   Capitalize  upon  developing  the  social  structure  of 
rural/frontier  America  that  places  an  emphasis  on   personal 
relationships,  self-reliance,  and  reframe  rural/frontier 
residents  resistance  to  seeking  or  accepting  help  in  the 
positive  frame  of  self- care,  self-sufficiency  and  self- 
determination.   Examining  this  social  structure  and  supporting 
it  is  what  will  build  the  infrastructure  for  an  effective  health 
care  system.   Support  the  Office  of  Rural  Health  and  it'  s 
programs  to  do  this. 

Legislating  support  that  allows  rtiral/ frontier  people  to 
be  more  self  -  reliant  doesn't  mean  not  providing  services.   It 
means  gi\'ing  them  the  tools  they  need:  education  about  self 
responsibility,  self  care,  problem  solving  and  decision  making 
skills,  leadership,  and  dollars  to  accomplish  the  programs. 

Encourage  AHEC  and  any  other  possible  sources  of  education  to 

provide  this  education  for  new-comers  and  old-timers  alike. 

support  organisations  and  projects  familiar  co  rural / f rontier 

ceoole  like  the  extension  aaents  and  oroqrairs.  Develoo  the 
system  or  lay  providers  and  cominunity  helpers;  expand  trie  Alaska 

experience.  Acknowledge  Alternative  Medicine  and  support 
education  about  safe  and  effective  use  of  it  in  rural/frontier 
areas. 

Look  at  ways  to  preserve  the  culture,  and  transfer  the  the 
sage  " old- timers"  wisdoms  to  the  "newcomers".   Support  Area 
Health  Education  centers  "Grow  your  own"  projects  to  capture  the 
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OHSU  oucreach  programs  tnac  educate  snudencs  in  rural/f roncler 
areas. 
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A  major  emphasis  need  to  be  palced  on  getting  and  using 
Mental  health  prograrrs  into  rural/frontier  communities.  Mental 
health  is  needed  to  combat  the  inertia,  depression,  stress, 
frustration,  low  self- concept  and  self  -  esteer.  that  is  so 
pervasive  and  forms  barriers  to  mobilizing  communities.  It  is 
important  that  programs  for  mental  health,  social  workers,  and 
other  supporting  health  professionals  begin  to  target  the 
rural/frontier  populations  with  outreach  placements  and 
rural/frontier  learning  experiences.  Legislation  needs  to 
support  their  services  as  "primary"  health  care. 

Senate  Bill  1160  has  some  of  these  ideas  in  it,  but-,  it  has 
to  be  supported  by  a  commitment  to  use  those  funds  to  develop 
the  communities  in  which  that  health  care  takes  place.   Remember 
to  fund  prior  legislation  like  student  loan  reimbursements  and 
rural/frontier  provider  tax  breaks.   Watch  carefully  as  the 
Oregon  Health  Plan  expands  health  care  to  those  with  low  incomes 
that  those  funds  actually  reach  the  rural/frontier  areas.   Look 
carefully  at  subsidizing  the  rural/frontier  clients  and 
employers  affected  by  the  Oregon  Health  Plan  to  make  sure  that 
it  doesn'  t  drain  the  local  economy  more  than  it  already  is. 

Rural/frontier  low  income  lifestyles  are  not  conducive  to 
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growth  and  change;     they   don'  t   feel    they  have   the   time   tc    invest 
in   the   effort   it    takes    to   change   and   chey  hope   that    not 
participating  will    prevent    and  protect    them  from  the    awful 
changes.     They  have   difficulty  conveying  the   essence    of    their 
reasons    to   rulers    who   can  influence    the   changes    and   contrcl 
them.     Legislators,     educators,    caretakers    and   providers    who   can 
influence   the   changes    in  rural/frontier   health  care    need   to   cor 
down    out    of    their   insulated  ivory  towers    and  spend   time    in 
rural/frontier   areas    before   they  can   effectively  understand 
these    messages    from  the    frontier. 

EXPANDING   ON   MIND   SET    BARRIERS 
"Them  that    rule"    live    in  urban  areas    and  everyone,     even 
the   rural/frontier   people,     have   been  propagandized   into 
bwlieving-   that    they  "want"    the    amenities    of    u:rban   life- 
regardless    of    what    they  "need".     In  reality,     it    just    doesn'  t    work 
to   try  to   fit    urban  ideas    to   rural/frontier   cultures.       People   go 
after   what    they   want,     not    what    they  need,     resulting  in  an 
attitude   of    deprivation,     poor  prioritization  of    how  to   utilise 
scarce    resources    and   the    poverty   mentality  of    no    tomorrows. 

We    need   to   move   away  from  the   ideology   that   healers    heal 
others    instead  of    individuals    healing  themselves    and  recognize 
that    healers    only  promoting  and  assisting  that    process.        Move 
away   from  the   idea   that    the   "provider   knows    best    for   you"    and 
only   the   "professional    provider   in  the   community  can   provide 
care.     In   rural/frontier   areas    people   are   self-reliant    and 
doubting   of    authority,     far   removed  from  the   "One"    provider;     and 
the   "One   "    provider   can  get    horribly  burned  out    from  having  to 
fill    everyone'  s    need.       We'  ve   not   fully  recognized  how  to   promote 
and   cultivate    self- care,     self-reliance,     lay  systems    of    care      and 
alternative   care,     that    rural/frontier   people   seek   and  use,     in  a 
manner    that    will    provide    us    with  better   outcomes    and  better 
resource    utilization. 

This    speaks    to   the   idea   barrier   that   Allopathic   care    is 
the    only   care    there    is.        In   rural/frontier   corrLmunities    Allopathy 
coexist    with  lay  medicine    and  alternative   medicine;     contrary   to 
the    Allopath'  s    ideology,     it    is    the    other    two    forms    of    health 
care    that    are    most    prevalent,     most    accepted,     accessible,     and   do 
provide   acceptable   outcomes    to   their   users.       If    Allopathy   wants 
a   bigger   share   of    the   picture,     or   some   control    over   the 
outcorafis,     they  must    becom.e   knowledgeable   about    how  to    use    the 
other   two   forms    of    care.       Alaska   is    already  proving  that 
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cultivating  lay  providers  can  be  a  practitioners  mosc  valuable 
asset.   Historically  people  in  the  frontier  had  their  garden  of 
"simples"  (Kerbs)  beside  che  door  and  they  used  them  frequently 
when  the  doctor  was  not  available.   Rural/frontier  people 
continue  to  treat  themselves  with  whatever  they  have  available; 
the  trick  is  knowing  when  it'  s  benefit  is  greater  than  if  s  harm 
and  when  to  seek  another  form  of  care.   Bills  like  senate  bill 
784,  "The  Dietary  and  Supplement  Health  and  Education  Act  of 
1993"  threaten  the  only  alternative  that  is  often  available  and 
acceptable  to  rural/frontier  peoples  way  of  life- 
Admit  tedly  people  need  to  be  better  educated  about  how  to 
use  those  methods,  since  they  no  longer  have  the  heritage  of 
grandrra'  s  sage  wisdom  about  the  matter.   I  know  and  recogr^ze 
that  people  use  these  things  and  even  called  up  the  vet  to  find 
out  what  bugs  veterinary  antibiotics  killed  and  what  side 
effects  I  should  watch  for  in  my  clients  whom  I  know,  or  suspect 
of  using  veterinary  medicine  on  themselves. 

The  fourth  barrier,  our  ideology  of  how  we  "know"  a 
rural/frontier  area,  exist  mainly  in  iriStitutions  of  higher 
learning,  in  rulers  palaces  and  ivory  towers  that  determine  the 
battle  plan  for  the  troops  in  the  trenches  of  rural/frontier 
health  care  delivery.   We  forget  that  health  care  does  not  exist 
in  isolation  in  isolated  rUral/f rentier  areas;  we  forget  to 
consider  the  effect  failing  farms  have  on  the  communities 
ability  to  mobilize  and  support  or  utilize  our  care.  Legislation 
needs  to  support  a  holistic  analysis  of  rural/frontier 
communities /cultures.    Traditional  "scientific",  "quantitative" 
descriptions  are  the  worst  and  most  inaccurate  way  to  "know"  a 
rural/frontier  community.   Not  all  rural/frontier  issues  are 
cause/effect.   Qualitative  data  begins  to  describe  the  important 
process  elements  of  rural/frontier  life;  like  the  emphasis  on 
personal  relacioiiships,  values  And  the  liiatorical  context  of  a 
communities  culture.   The  best  way  to  "Know"  rural  is  to 
EXPERIENCE  it;  there  is  an  important  noncognitive  aspect  to  the 
immediate  experience  of  rural/frontier.     Another  limitation  is 

the  Amairiaan  ideology  of  lookino  witHout,   to  con<ruerincf  moirw  o£ 
the  West,  more  resources,  etc.  ,  instead  of  cultivating  what  we 
hav-e  and  vhat  exist  witliin.    In  the  Fi-ontier  wc  sometimes  lia^'e 
to  make  do  with  what  we  have. 


EXAI1PLES  FROM  PERSONAL  EXPERIENCE 
Examples  of  uncontrolled  growth  abound  around  me  in  Bend, 
Tumalo  and  Sisters,  and  I  see  signs  that  is  is  overflowing  into 
my  territory.   Our  popiilation  has  exploded  in  the  last  few  years 
but  no  one  really  knows  what  these  people  are  doing  for  a  living 
or  what  there  is  here  to  support  them.   Some  may  live  on  a 
retirement-  but  few  have  one  that  is  sufficient  to  bear  the 
extra  cost  of  rural/frontier  life.   Now  that  health  care  is 
available  maybe  we  Christmas  Valley  will  become  the  retirement 
center  it  was  touted  to  be.   But  it  is  the  centralized  K- 12 
school  that  has  filled  beyond  expectations,  so  if  s  not  retirees 
who  are  infiltrating  the  area.   I  wonder  if  if  s  not  people  who 
have  the  Utopian  idea  that  its  cheaper  and  you  can  get  by  in 
rural/frontier  A.merica  better  than  in  the  city-  which  is  true  if 
you  know  how,  but  its  not  the  Utopian  lifestyle- its  hell. 

Ironically  health  care  and  a  school  are  the  two  things 
needed  to  make  a  community  grew  and  the  merchants  are  liappy;  but 
I  don'  t  see  the  community  develop-  T  see  it  fragmented  with 
strangers  who  don'  t  really  "know"  this  area.   I  don'  t  see  them 
as  supporting  me,  they  take  me  for  granted  and  are  irritated 
because  I'  m  the  only  provider  and  not  on  call  24  hours  a  day. 
The  locals  who'  ve  been  here  a  while  are  very  protective  of  ne 
and  don'  t  call  me  at  home  unless  they  really  need  too  and  then 
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are  grateful  if  I'  m  available;  if  I'  m  not  available  its,  "Oh 
well,  its  off  to  to'vn  we  go". 

In  my  first  eight  months  of  practice  an  estimated  15%- 20% 
of  the  population  has  utilized  the  clinic.   According  to 
outmoded  statistics  5%  or  less  of  my  population  receives  public 
assistance  f  the  welfare  office  says  currently  there  are  about  50 
clients  out  of  an  estimated  2, 000  population  receiving  any  kind 
of  assistance- that'  s  about  2.5%  of  the  population),  yet  25%  of 
my  current  clients  held  medical  cards  and  account  for  50%  of  my 
accounts  receivable.   These  clients  reflect  complex  social 
problems  that  can  not  be  cured  by  health  care  providers  alcne. 
Few  of  the  people  receiving  medical  assistance  have  been  in  the 
community  long  enough  to  be -considered  "old-timers".   This  group 
of  people  represent  to  me  the  best  example  of  those  who   are 
unprepared  to  live  in  a  rural /frontier  culture. 

Tourist  represent  the  second  group  that  come  into  the 
frontier  unprepared  for  wilderness  survival.   They  come 
unprepared  with  unrealistic  visions  of  rural /frontier  utopia. 
Their  lack  of  preparedness  makes  simple  accidents  major  crisis. 
They  don'  t  have  coats,  sunscreen,  food  or  drink  with  them  when 
they  get  stranded  in  the  outback.   They  don"  t  realize  no  one 
else  can  get  in  to  the  Sand  Dunes  to  get  them  out  when  the  go 
off  the  edge  of  a  dune  on  their  motorcycle  and  mangle 
themselves.   I  keep  thinJcing  we  need  BLM  to  have  a  station  that 
offers  a  "survival  kit  and  info  for  the  estimated  4000  people 
who  recreated  at  the  Dunes  this  last  memorial  day.   i  don'  t  know 
quite  how  but  we  need  to  reach  these  people  somehow. 

Target  uncontrolled  growth  of  newcomers  who  arrive  with 
out  resources  but  expect  the  amenities  and  services  of  ^orban 
life  and  who  take  and  take  until  they  exhaust  the  resources  and 
then  leave,  leaving  the  core  active  community  exhausted.   If 
they  don'  t  leave  they  think  community  development  means  growth 
and  more  and  more- and  they  start  trying  to  create  a  little 
suburbia  without  understanding  what  it  really  means  to  have  a 
rural/frontier  community  -  until  they  destroy  the  essence  of  the 
environment  that  was  so  attractive  in  the  first  place. 

I'  ve  learned  an  important  lesson  about  being  a  home  grown 
provider.   "Home  grown"  doesn'  t  mean  you  will  survival  in  a 
rural/frontier  community.   I  have  several  generations  of 
heritage  in  this  community  and  am  mortgaged  to  one  of  the 
failing  farms  of  the  area,  so  everyone,  myself  included   assumed 
I  had  my  stable  basic  necessities  of  life  covered.   The  reality 
of  it  is  that  I  have  removed  myself  from  the  farm  work  force  and 
jeopardized  it's  existence  without  being  able  to  generate  a 
second  income.   The  community  is  equally  financially  strapped, 
its  difficult  to  mobilize,  organize  -and  create  to  apply  for 
those  magic  grants  or  to  generate  the  "matching  funds",  and  my 
business  experience  and  knowledge  for  the  management  of  the 
clinic  business  is  woefully  lacking  and  was  never  addressed  in 
school.   I  can'  t  work  out  at  a  second  job  because  I  have 
personal  caretaking  responsibilities  for  my  kids  and  husband,  a 
retarded  sister   on  home  dialysis,  and  need  to  help  with  my 
husbands  ageing  parents.   I  paid  the  first  $1000  off  of  my 
student  loan  tlainJting  I  was  in  the  student  loan  repayment 
program  in  exchange  for  rural/frontier  work,  only  to  find  that  a 
year  later  it  still  is  not  funded  adequately  by  the  legislature 
and  may  be  a  lame  duck  to  go  after.   I'  ve  had  no  income  until 
May  of  this  year  when  I  started  drawing  the  $50  necessary  for 
paying  off  the  rest  of  my  student  loan,  and  $100/  month  donated 
by  a  good  Samaritan,  minus  taxes.   Maybe  if  I"  m  lucky  I'  11  get 
the  tax  break  for  rviral/ frontier  providers-  providing  I  get 
enough  money  to  file.   I'  m  the  health  provider  but  can"  t  afford 
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health  insurance  for  myself  or  family.   I  utilize  alternative 
medicine  and  consult  lay  providers. 

The  chiropractor  that  comes  one  day  a  week  is  busier  than 
I  am.   The  naturopath  who  conducted  a  local  clinic  to  stop 
smoking  throuah  acupuncture  and  herbs  was  instriimental  in 
getting  one  of  the  local  industries  to  declare  themselves  a 
smoke  free  work  place. 

The  idea  of  networks  between  urban  and  rural/frontier  is 
great-  if  you  provide  the  funds  so  I  can  afford  it.   I'  ve  often 
found  that  I  couldn'  t  afford  the  trip  or  the  phone  call  to 
connect.   Our  community  had  a  bad  experience  trying  to  connect 
with  an  agency  that  is  not  in  our  normal  traffic  patterns  or 
socialization  patterns.   The  networks  must  share  a  common 
concern  for  the  rural/frontier,  have  a  lateral  structure  that 
recognizes  the  imT:>ortance  of  rural/frontier  autonomy,  and  place 
oreat  emphasis  upon  developing  the  personal  relationships  and 
trust  necessary  for  rural/frontier  people  to  believe  in  it  or 
utilize  it. 

Extension  agents  are  trusted  and  important  sources  of 
information  and  community  development.   The  result  of  extension 
agent  involvement  is  displayed  in  the  tirrn  around  and 
mobilization  of  the  Redmond  community  in  recent  years.   I  am  so 
impressed  with  all  they  now  have  going  for  them,  and  it  started 
with  arm  extension  agent  and  a  leadership  program  that  included 
kids,  adults,  and  businesses.  In  Lake  County  our  Extension 
services  have  been  severely  cut  due  to  economic  crisis. 

Senator  Hatfield.  Thank  you  very  much.  In  view  of  your  com- 
ment about  the  National  Institutes  of  Health,  you  may  be  inter- 
ested to  know  that  last  year  we  appropriated  $2  million  to  estab- 
lish, within  the  National  Institutes  of  Health,  an  Office  of  Alter- 
native Medicine.  We  hope  it  will  be  fully  operative  in  this  coming 
fiscal  year  as  we  look  to  increase  that  support. 

You  have  all  been  very  helpful.  Thank  you  very  much. 

STATEMENTS  OF: 

KAREN  WHITAKER,  DIRECTOR,  OFFICE  OF  RURAL  HEALTH,  OR- 
EGON HEALTH  SCIENCES  UNIVERSITY 

DR.  J.S.  REINSCHMIDT,  ASSOCIATE  DEAN,  SCHOOL  OF  MEDICINE, 
OREGON  HEALTH  SCIENCES  UNIVERSITY 

BARBARA  LUM,  VICE  PRESIDENT,  OREGON  HOSPITAL  ASSOCIA- 
TION 

Senator  Hatfield.  I  would  like  to  invite  the  second  panel  to 
come  to  the  table.  Ms.  Karen  Whitaker,  the  Director  of  Oregon 
Rural  Health  Office;  Dr.  Reinschmidt,  Associate  Dean  of  the  School 
of  Medicine,  Oregon  Health  Science  University,  who  heads  up  our 
AHEC  program;  and  from  the  Oregon  Hospital  Association,  Bar- 
bara Lum,  vice  president  of  that  association. 

Good  morning. 

STATEMENT  OF  KAREN  WHITAKER 

Ms.  Whitaker.  Good  morning,  Senator.  Before  I  begin  I  want  to 
thank  Senator  Hatfield  and  his  staff  as  well  as  the  committee  staff 
for  the  many  hours  of  preparation  that  they  have  undertaken  to 
make  this  hearing  possible.  I  know  that  they  have  worked  very 
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hard  over  the  last  few  weeks  because  I  have  been  in  contact  with 
them. 

And  I  am  also  personally  appreciative  for  the  opportunity  to  par- 
ticipate. I  know  it  is  a  rare  event  for  a  Senate  committee  to  bring 
a  field  hearing  to  Oregon,  and  I  am  very  grateful,  and  I  know  the 
people  of  Medford  also  join  me  in  welcoming  you. 

There  is  actually  very  little  that  I  can  tell  Senator  Hatfield  and 
his  staff  about  rural  health  care  that  they  do  not  already  know. 
These  comments,  then,  are  for  the  record  and  for  the  larger  com- 
mittee. 

I  think  it  would  be  appropriate  to  start  by  saying  that  Oregon 
is  in  a  relatively  fortunate  position  on  rural  health  issues,  that  is 
relative  to  other  States.  We  have  a  congressional  delegation  that 
works  very  hard  for  us  on  the  Federal  level,  and  we  have  a  State 
legislature  that  continues  its  commitment  to  rural  health  care  in 
a  very  challenging  environment  economically. 

Nevertheless,  few  rural  Oregonians  have  access  to  the  com- 
prehensive health  services  enjoyed  by  those  who  live  in  urban 
areas.  Despite  the  best  efforts  of  the  Federal  Government,  the 
State  government,  and  the  communities  themselves,  one  or  more 
essential  components  of  the  system  may  be  lacking.  The  deficit  may 
occur  in  emergency  medical  transport,  hospital  services,  long-term 
care,  public  health,  or  technological  support.  And  in  many  rural 
communities,  residents  do  not  have  access  to  the  most  basic  pri- 
mary care  services. 

Oregon  is  a  very  rural  State,  and  I  have  to  remind  my  colleagues 
from  around  the  Nation  of  Oregon's  degree  of  rurality.  Some  184 
of  our  241  incorporated  towns  and  cities  have  less  than  5,000  popu- 
lation, and  about  one-half  of  these  small  towns  have  no  physician 
and  few  of  them  have  a  hospital.  And  as  someone  already  men- 
tioned, about  87  percent  of  our  medical  resources  are  concentrated 
around  the  Interstate  5  north  to  south  corridor,  which  comprises 
only  9  percent  of  our  total  land  mass. 

The  problems  faced  by  rural  Oregonians  in  obtaining  health  care 
have  been  already  discussed  in  this  hearing,  and  I  am  really  not 
going  to  go  in  great  detail  into  those  and  repeat  what  has  already 
been  said.  But  it  basically  revolves  around  four  things — difficulty 
in  recruiting  and  retaining  practitioners,  unstable  rural  hospitals, 
lack  of  resources  at  the  community  level,  and  challenging  demo- 
graphic and  geographic  circumstances. 

These  problems  vary  not  only  in  their  character,  but  also  in  how 
they  lend  themselves  to  solutions.  And,  of  course,  they  are  closely 
interrelated.  Therefore,  the  solutions  are  neither  simple  nor  are 
they  independent  of  one  another. 

With  the  coordinated  efforts  at  the  Federal,  State,  and  local  lev- 
els we  have  made  some  progress  in  the  last  few  years,  and  we  have 
seen  some  of  the  evidence  of  that  progress  today. 

There  is  no  lack  of  recognition  among  Oregon  State  officials, 
among  our  congressional  delegation,  and  among  our  rural  commu- 
nities as  to  the  vital  role  that  health  care  plays  in  local  economies, 
and  that  rural  hospitals,  for  example,  are  not  only  a  source  of  med- 
ical care  for  a  community,  but  they  are  also  part  of  the  economic, 
social,  and  political  fabric  of  the  community. 
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When  the  hospital  closed  in  St.  Helens,  as  you  mentioned  earlier, 
a  lot  of  12-step  groups  lost  their  place  where  they  met.  When  some- 
one reports  a  rape,  for  example,  in  Columbia  County,  they  used  to 
have  an  examination  immediately  at  the  hospital.  The  incidence  of 
reported  rapes  went  down  because  women  were  reluctant  to  have 
to  travel  all  the  way  to  Portland.  So,  that  crisis  intervention  modal- 
ity really  became  compromised  in  St.  Helens.  And  we  don't  often 
think  of  all  the  ripple  effects  of  closing  a  rural  hospital. 

Recognition  is  not  enough,  of  course.  Communities  that  are  faced 
with  losses  in  property  tax  revenues  under  measure  5  and  timber 
revenues  as  well  are  simply  not  in  a  position  to  dedicate  additional 
resources  to  their  hospitals  in  particular  or  to  health  care  in  gen- 
eral. We  are  very  hopeful  that  the  President's  plan  for  the  North- 
west timber-dependent  communities  will  include  funds  for  health 
care.  And  we  are  working  with  many  of  the  relative  Federal  and 
State  agencies  to  that  end.  In  the  meantime,  our  office  also  pro- 
vides technical  assistance  to  rural  communities  in  terms  of  strate- 
gic planning  to  identify  their  needs  and  how  to  meet  them. 

It  is  ironic  that  with  the  challenges  to  rural  health  care  that  al- 
ready exist,  the  most  recent  challenge  has  its  genesis  in  a  sincere 
desire  to  improve  both  access  to  and  quality  of  health  care  for  ev- 
eryone. It  has  taken  many  years,  but  the  political  will  to  reform 
our  current  health  care  system  is  gaining  momentum,  as  you  men- 
tioned earlier.  Most  agree  that  the  most  likely  solution  will  come 
in  the  form  of  something  we  call  managed  competition.  How  will 
managed  competition  affect  rural  health  care?  We  don't  really 
know.  Ms.  Martell  talked  some  about  how  she  thinks  it  may  affect 
her  clinic  in  Cave  Junction. 

We  do  know  that  the  term  managed  competition  is  oxymoronic 
when  we  apply  it  to  rural  health  care.  Very  simply  put,  there  is  lit- 
tle or  no  competition  to  manage  in  a  rural  setting  with  a  popu- 
lation base  barely  large  enough  to  support  a  small  hospital  and  a 
handful  of  practitioners.  So,  where  will  the  competition  come  from? 

It  seems  clear  that  large  urban  based  systems  faced  with  a  need 
for  economies  of  scale  in  a  capitated  scheme  will  look  to  rural  com- 
munities to  expand  their  markets.  As  my  friend,  Barbara  Lum 
from  the  State  Hospital  Association  has  said,  you  can  either  be  a 
spoke  or  a  hub  under  this  scenario. 

If  fragile  rural  health  care  systems  are  forced  to  become  spokes 
in  urban  based  systems,  the  outcome  seems  inevitable  to  me.  And 
that  is.  No.  1,  communities  will  lose  control  over  their  own  health 
care.  And  No.  2,  the  rural  health  systems  will  become  even  more 
vulnerable. 

I  think  the  answer  may  lie  in  your  Rural  Health  Innovation 
Demonstration  Act,  which  provides  encouragement  for  rural  com- 
munities to  create  rural  hubs  that  are  inclusive  of  each  component 
of  their  community's  health  care  system.  Relationships  with  ter- 
tiary institutions  are  certainly  an  important  element  of  this  strat- 
egy, and  rural  health  cooperatives  would  be  in  a  far  better  position 
to  negotiate  these  relationships. 

For  generations,  as  you  mentioned  earlier,  rural  populations 
have  turned  to  nonprofit  cooperatives  to  optimize  their  economic 
power.  The  notion  of  adapting  this  model  to  health  care  is  consist- 
ent with  the  tradition  of  cooperation  among  diverse  groups. 
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In  Oregon,  we  have  already  begun  to  lay  the  ground  work  for 
rural  health  cooperatives  in  several  areas  of  the  State,  and  remov- 
ing the  antitrust  barriers  to  such  activities  and  providing  resources 
for  their  development  would  be  a  significant  gain  for  rural  health 
care. 

PREPARED  STATEMENT 

Rural  health  is  a  lot  like  ascending  an  escalator  that  is  going 
down.  You  have  to  run  very  fast  just  to  maintain  your  ground.  Dili- 
gent attention  is  required  to  maintain  our  rural  health  care  sys- 
tem, and  very  little  opportunity  exists  to  improve  it.  The  Senator's 
bill  is  a  unique  opportunity  to  do  just  that,  and  I  am  hopeful  that 
your  colleagues  in  Washington  will  agree. 

Thank  you  very  much  for  the  opportunity  to  comment.  Our  office 
is  very  pleased  to  have  been  a  part  of  this  hearing  and  we  look  for- 
ward to  continuing  to  work  together. 

[The  statement  follows:] 
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STATEMENT  OF  KAREN  WHITAKER 

Before  I  begin,  allow  me  to  thank  Senator  Hatfield  and  his  staff,  as  well 
as  the  committee  staff,  for  the  many  hours  of  preparation  they  have 
undetraken  to  make  this  hearir>g  possible.   I  am  also  personally  appreciative  for 
the  opportunity  to  participate  in  this  hearing.   It  is  a  rare  event  and  I  know  that 
the  people  of  southern  Oregon  join  me  in  welcoming  you. 

There  is  little  that  I  can  tell  Senator  Hatfield  and  his  staff  about  rural 
health  care  that  they  do  not  already  know.  These  comments,  then,  are  for  the 
larger  committee  and  the  record.   I  think  it  would  be  appropriate  to  start  by 
saying  that  Oregon  is  in  a  relatively  fortunate  position  on  rural  health  issues. 
We  have  a  congressional  delegation  that  works  hard  for  us  on  the  federal  level, 
and  we  have  a  state  legislature  that  continues  its  commitment  to  rural  health 
care,  in  spite  of  a  very  challenging  state  economic  picture. 

Nevertheless,  few  rural  Oregonians  have  access  to  the  comprehensive 
heaJth  services  enjoyed  by  those  who  live  In  urban  areas.    Despite  the  best 
efforts  of  the  federal  government,  state  government  and  the  communities 
themselves,  one  or  more  essential  components  of  the  system  may  be  lacking. 
The  deficit  may  occur  in  emergency  medical  transport,  hospital  services,  long 
term  care,  public  health  or  technological  support.    In  many  rural  communities, 
residents  do  not  have  access  to  the  most  basic  primary  care  services. 

Oregon  is  a  very  rural  state:  184  of  its  241  incorporated  towns  have  less 
than  5000  population.  About  half  of  these  small  towns  have  no  physicians, 
and  few  of  them  have  a  hospital.    Most  of  our  medical  resources  cluster  around 
the  1-5  corridor,  where  87%  of  our  physicians  practice  in  only  9%  of  the  total 
land  mass. 

The  problems  faced  by  rural  Oregonians  in  obtaining  health  care  are 
similar  to  those  in  other  states: 

Difficulty  in  recruiting  and  retaining  practitioners; 
Unstable  rural  hospitals; 
Lack  of  resources  at  the  community  level;  and 
Challenging  demographic  and  geographic  circumstances. 

These  problems  vary  not  only  in  their  character  but  also  in  how  they  lend 
themselves  to  solutions.   And  of  course  they  are  closely  interrelated  and 
therefore  the  solutions  are  neither  simple  nor  independent  of  one  another. 
With  the  coordinated  efforts  at  the  federal,  state  and  local  levels  we  have, 
however,  made  some  progress  in  the  last  few  years. 

Recruitment  and  retention  of  practitioners  has  been  identified  by  rural 
hospital  administrators  as  their  highest  priority.   I  think  most  rural  health 
experts  would  agree.   Our  approach  to  this  problem  is  multi-faceted.   On  the 
federal  level,  the  Area  Health  Education  Centers  Program  holds  out  the  most 
promise  for  attracting  rural  practitioners.    Research  results  are  unequivocal:   a 
high  percentage  of  those  who  have  the  chance  to  train  in  a  rural  community 
will  return  there  to  practice.    More  recent  research  from  North  Carolina  shows 
that  one  of  the  most  significant  dements  in  retention  of  rural  physicians  is  the 
opportunity  to  serve  as  a  clinical  preceptor  in  an  AHEC-like  program. 

On  the  state  level,  we  offer  tax  credits  to  rural  physicians,  nurse 
practltfoners  and  physician  assistants  and  also  have  a  very  active  recruitment 
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program  that  includes  105  different  Oregon  communities.  The  communities 
themselves  are  very  creative  in  their  approaches  to  securing  and  retaining  their 
heatth  care  practitioners.    Between  1990  and  1992,  Oregon  had  a  net  gain  of 
91  physicians  in  nonmetro  communities 

Oregon's  rural  hospitals,  like  rural  hospitals  across  the  country,  are 
becoming  an  endangered  Species.  We  have  closed  approximately  one  per  year 
over  the  past  decade.   These  closures  have  occurred  despite  a  unique  Oregon 
program  that  offers  cost-based  reimbursement  to  rural  hospitals  and  a  hospital 
eissoclatJon  that  is  intensely  committed  to  serving  the  needs  of  its  rural 
members.   Our  office  has  developed  a  risk  assessment  tool  for  Oregon's  rural 
hospitals  so  that  they  may  evaluate  their  relative  risk  of  closure  and  so  that 
their  communities  and  state  policymakers  have  an  accurate  picture  of  the 
importance  of  their  rural  hospitals. 

There  is  no  lack  of  recognition  among  Oregon's  rural  communities  as  to 
the  vital  role  that  their  hospitals  play,  not  only  as  part  of  their  health  care 
systems,  but  also  as  part  of  the  economic,  social  and  political  fabric  of  their 
lives.   Recognition  is  just  not  enough,  however.  Communities  that  are  faced 
with  losses  in  property  tax  revenues  under  Measure  5  and  timber  revenues  as 
well  are  simply  not  in  a  position  to  dedicate  additional  resources  to  their 
hospitals  in  particular  or  health  care  in  general.   We  are  hopeful  that  the 
President's  plan  for  the  Northwest's  timber  dependent  communities  will  include 
funds  for  health  care  and  are  working  with  the  relevant  agencies  to  that  end. 
In  the  meantime,  our  office  does  provide  some  technical  assistance  to  rural 
communities  in  terms  of  strategic  planning  to  identify  their  needs  and  how  to 
meet  them. 

The  remaining  barriers  to  health  care  access  in  rural  communities  are 
even  less  amenable  to  intervention,  because  they  are  part  of  the  nature  of 
rurality  -  geographic  barriers  like  mountains  and   narrow  winding  roads  cannot 
be  overcome  with  even  the  best  of  intentions  or  the  most  liberally  funded 
programs.    Demographic  challenges  that  define  rural  populations  as  more 
elderly  and  less  affluent  are  also  part  of  the  picture  which  we  must 
accommodate. 

Technology  holds  some  promise  to  surmount  the  geographical  barriers. 
We  are  now  capable  of  two-way  videoconferencing  for  medical  consultations, 
and  new  telemetry  tools  make  it  possible  for  a  radiologist  in  Portland  to  read 
and  analyze  an  X-ray  from  Lakeview  within  minutes  of  its  being  taken.    We  are 
fortunate  to  witness  the  application  of  this  technology  during  the  hearing 
today,  and  Oregon's  federally  funded  Biomedical  Information  and 
Communications  Center  is  a  national  leader  in  this  field. 

it  is  ironic  that,  with  the  challenges  to  rural  health  care  that  already 
exist,  the  most  recent  challenge  has  its  genesis  in  a  sincere  desire  to  improve 
both  access  to  and  quality  of  health  care  for  everyone.    It  has  taken  many 
years,  but  the  political  will  to  reform  our  current  health  care  system  is  gaining 
momentum.   Most  agree  that  the  most  likely  solution  will  come  in  the  form  of 
something  we  call  "managed  competition." 

How  will  managed  competition  affea  rural  health  care?  We  don't  really 
know.   We  do  krww,  however,  that  the  term  is  oxymoronic  when  applied  to  the 
rural  health  environment.    Put  simply,  there  \i  little  or  no  competition  to 
manage  in  a  geographically  isolated  area  with  a  population  base  barely  large 
enough  to  support  a  small  hospital  and  a  handful  of  practitioners. 
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So  where  will  the  competition  come  from?   It  seems  clear  that  large, 
urban-based  systems,  faced  with  the  need  for  economies  of  scale  in  a  capitated 
scheme,  will  look  to  rural  communities  to  expand  their  markets.   As  my  friend 
Barbara  Lum  from  the  state  hospital  association  says,  "you  can  either  be  a 
spoke  or  a  hub"  under  this  scenario.   If  fragile  rural  health  care  systems  are 
forced  to  become  spokes  in  urban-based  systems,  the  outcome  seems 
inevitable  to  me:  (1)  communities  will  lose  control  over  their  own  health  care 
future;  and  (2)   rural  health  systems  will  become  even  more  vulnerable. 

The  answer  may  lie  in  Senator  Hatfield's  Rural  Health  Innovation 
Demonstration  Act  of  1993,  which  provides  encouragement  for  rural 
communities  to  create  rural  hubs  that  are  inclusive  of  each  component  of  their 
community's  health  care  system.    Relationships  with  tertiary  institutions  are 
certainly  an  important  element  of  this  strategy,  and  rural  health  cooperatives 
would  be  in  a  far  better  position  to  negotiate  these  relationships. 

For  generations,  rural  populations  have  turned  to  nonprofit  cooperatives 
to  optimize  their  economic  power.  The  notion  of  adapting  this  model  to  health 
care  is  consistent  with  this  tradition  of  cooperation  among  diverse  groups.   In 
Oregon,  we  have  already  begun  to  lay  the  groundwork  for  rural  health 
cooperatives  in  several  areas  of  the  state.    Removing  the  antitrust  barriers  to 
such  activities  and  providing  resources  for  their  development  would  be  a 
significant  gain  for  rural  health  care. 

Rural  health  is  alot  like  ascending  an  escalator  that  is  going  down.   You 
have  to  run  fast  just  to  maintain  your  ground.   Diligent  attention  is  required  to 
merely  maintain  our  rural  health  care  system,  and  very  little  opportunity  exists 
to  improve  it.      The  Senator's  bill  is  a  unique  opportunity  to  do  just  that,  and  I 
am  hopeful  that  your  colleagues  in  Washington  will  agree. 

Thank  you  for  the  opportunity  to  comment.   Our  office  is  pleased  to  have 
been  a  part  of  this  hearing  and  we  look  forward  to  our  continuing  relationship. 

Senator  Hatfield.  Thank  you,  Ms.  Whitaker.  We  could  not  have 
had  this  hearing  this  morning  without  your  very,  very  significant 
input  in  helping  us  put  together  the  hearing,  and  we  want  to  ex- 
press our  deep  appreciation  to  you. 

Ms.  Whitaker.  Thank  you,  Senator.  It  was  our  pleasure. 

Senator  Hatfield.  It  was  wonderful  to  work  with  you.  You  men- 
tion about  the  timber  dependent  communities  and  the  so-called  eco- 
nomic relief  package  that  the  President  has  been  talking  about. 
Unfortunately,  we  have  not  seen  the  details  of  that  particular  pack- 
age. 

But  what  would  you  suggest,  or  would  you  care  to  submit  for  the 
record  what  Federal  programs  might  be  used,  existing  programs,  to 
assist  in  that  problem  of  rural  health  care  in  those  impacted  com- 
munities? 

Ms.  Whitaker.  Thank  you.  Senator.  We  have  been  working  with 
the  economic  development  people  and  the  Forest  Service  and  the 
Job  Training  Partnership  Act  folks  in  trying  to  put  together  a  pack- 
age of  health  care  initiatives  that  would  come  under  the  timber  de- 
pendent community  program. 

We  think  that  strategic  planning  in  rural  communities  to  retain 
their  health  care  practitioners  is  absolutely  essential.  We  go  back 
again  to  Columbia  County,  but  we  know  that  it  is  very  difficult,  for 
example,  at  this  point  to  attract  industry,  new  industry  to  Colum- 
bia County  because  the  health  care  system  has  been  dismantled. 
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We  also  have  proposed  that  the  AHEC  programs  be  used  and  be 
enriched  in  some  way  to  provide  funds  for  retraining  of  timber 
workers,  which  is  already  being  done  in  some  of  the  AHEC  areas, 
but  which  certainly  more  resources  could  be  devoted  to. 

And  those  are  just  a  few  of  the  possibilities  we  have  explored  so 
far.  And  we  do  have  some  good  contacts  with  people  who  are  plan- 
ning these  programs. 

Senator  Hatfield.  I  would  urge  you  to  explore  the  possibilities 
we  have  now  in  the  State.  Last  year  we  were  able  to  get  a  $7.9 
million  multiyear  grant  to  the  State  for  demonstration  projects  in 
those  communities  which  have  had  the  greatest  impact  from  timber 
displacement.  The  grant  was  to  be  a  little  over  $2  million  a  year 
for  3  years.  I  do  not  know  if  there  has  been  a  liaison  between  your 
office  with  the  employment  division,  but  this  was  to  set  the  stage 
for  further  expansion  of  projects  which  have  shown  the  greatest 
success. 

So,  the  money  is  here  now  in  the  State  to  move  on  that.  We  gave 
no  instructions,  because  that  was  something  for  the  State  Employ- 
ment Division  to  be  creative  and  adapt  to  those  specific  commu- 
nities. I  would  hope  that  you  would  be  involved  in  the  development 
of  those  demonstration  projects. 

Also,  is  there  some  way  we  could  expand  or  strengthen  the  Na- 
tional Health  Service  Corps  as  a  program  of  enhancing  the  supply 
of  health  professionals  in  these  timber  affected  communities? 

Ms.  Whitaker.  Yes;  to  answer  the  first  part  of  your  question,  the 
best  vehicle  that  we  have  found  to  keep  in  touch  with  the  various 
agencies  that  are  performing  these  demonstration  projects  is  the 
Federal  program,  which  is  the  Rural  Development  Council,  and  Or- 
egon was  one  of  the  first  eight  States  to  have  this  program. 

What  we  have  been  able  to  do,  through  working  with  all  the  Fed- 
eral agencies  and  State  agencies  that  are  represented  on  that  coun- 
cil is  to  convince  them  that  health  care  is  also  a  very  important 
part  of  the  infrastructure  of  a  rural  community.  And  that  has  been 
an  invaluable  liaison  and  contact  for  us. 

And  certainly,  to  answer  your  second  question,  there  is  much 
promise  within  the  National  Health  Service  Corps.  Oregon  has  a 
long  history  of  great  success  with  the  National  Health  Service 
Corps.  And  now  that  there  are  more  funds  appropriated  to  this  pro- 
gram and  we  will  soon  begin  to  see  the  result  of  that — we  have  not 
yet  seen  the  scholars  come  out  of  the  pipeline.  But  when  we  see 
the  result  of  that  I  am  sure  that  we  will  find  many  of  the  commu- 
nities in  those  seven  timber  dependent  counties  are  qualifying 
medically  underserved  areas  that  can  be  helped  by  National  Health 
Service  Corps  scholars. 

Senator  Hatfield.  Thank  you  again. 

Ms.  Whitaker.  Thank  you. 

STATEMENT  OF  DR.  J.S.  REINSCHMIDT 

Senator  Hatfield.  Dr.  Reinschmidt,  I  will  correct  the  record.  I 
stated  your  relationship  with  the  university  and  I  understand  as 
of  June  you  stepped  down  as  the  Dean  of  the  Medical  School  on  the 
30th.  You  had  been  there  since  1984  in  that  very  important  role, 
and  I  want  to  tell  you  how  much  you  have  contributed  over  the 
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years  to  the  prestige  and  quality  of  that  institution.  We  are  very 
grateful  to  you. 

Dr.  Reinschmidt.  You  are  very  kind,  Senator.  Thank  you.  One 
of  my  colleagues  said  that  what  that  really  means  is  you  do  the 
same  thing  but  get  paid  less.  [Laughter.] 

I  am  also  the  Director  of  the  Oregon  Health  Education  Centers 
Program  and  I  am  privileged  to  testify  on  behalf  of  the  Rural 
Health  Innovation  Demonstration  Act. 

You  are  well  aware,  and  it  has  been  stated  by  many  of  the  people 
who  have  testified  previously,  of  the  many  problems  that  beset 
rural  communities,  both  in  Oregon  and  the  Nation.  And  although 
there  are  many,  among  these  that  are  most  important  are  the  con- 
tinuing problems  of  maintaining  an  economic  base. 

The  continuing  evolution  of  population  demographics  in  rural 
areas  and  the  continuing  shortage  of  health  care  professionals,  and 
the  difficulty  those  professionals  have  in  obtaining  equitable  reim- 
bursement— I  think  that  is  really  an  important  concept.  It  is  very 
difficult  to  see,  for  a  graduate  coming  out  of  a  residency  training 
program  who  can  go  immediately  to  an  HMO,  say,  at  a  guaranteed 
salary  with  all  the  malpractice  insurance  furnished  and  so  forth, 
and  have  regular  hours,  and  say,  well,  why  do  you  not  go  to  one 
of  the  small  rural  communities  where  you  can  earn  less,  your  mal- 
practice premiums  will  be  high  and  you  will  work  double  the  num- 
ber of  hours.  So,  we  have  to  develop  some  equity  in  that  situation 
if  we  are  really  going  to  solve  it. 

I  think  the  problems  really  are  multifaceted  and  require 
multidimensional  efforts  to  change.  Now,  I  believe  that  the  Rural 
Health  Demonstration  Act  of  1993  will  address  several  very  signifi- 
cant issues  on  improving  these  conditions  in  rural  areas. 

The  area  Health  Education  Centers  Program  and  the  respective 
centers  in  Oregon  have  a  high  level  of  commitment  to  assuring  the 
availability  and  continuity  of  health  services  in  this  predominantly 
rural  State.  Five  AHEC's  will  encompass  the  State  eventually. 
Three  of  these  are  now  operational.  As  you  can  see  on  the  map  we 
have  up  there  of  there  of  the  areas,  areas  1,  2,  and  3  are  now  oper- 
ational. We  will  be  developing  areas  4  and  5  beginning  this  fall. 

You  also  will  note,  as  has  been  previously  mentioned  by  various 
people  about  the  medical  student  required  rotations  of  6  weeks  in 
their  third  year,  you  will  note  that  these  are  scattered  over  the 
State,  and  others  will  appear  more  in  area  4  and  area  5  as  those 
come  on  line.  But  we  have  deliberately  tried  to  move  them  all  over 
the  State  so  that  the  students  can  get  a  perception  of  what  the 
State  is  like  and  what  practice  in  those  communities  is  like. 

Each  AHEC  has  a  board  of  directors  which  locally  controls  its 
destiny  and  budget,  even  though  we  provide  that  budget  through 
the  Oregon  Health  Sciences  University. 

There  are  several  programs  that  are — I  will  just  give  a  couple  of 
examples.  You  have  already  heard  about  this  rotation  of  the  stu- 
dents in  the  third  year.  All  family  medicine  residents  in  their  sec- 
ond and  third  year  are  now  required  to  have  rural  rotations,  and 
we  have  been  doing  that  since  July  1991. 

You  have  heard  about  community  based  family  medicine  resi- 
dency that  hopefully  will  be  inaugurated  in  July  of  next  year.  It 
will  have  its  accreditation  visit  next  week  and  I  will  be  participat- 
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ing  in  that.  That  will  include  not  only  Klamath  Falls  but  Bend, 
Lakeview,  communities  like  Burns  and  others  in  which  those  resi- 
dents will  receive  rotations  as  part  of  their  education. 

Strong  programmatic  and  financial  support  for  the  Nurse  Practi- 
tioner Program  based  at  Eastern  Oregon  State  College  and  directed 
toward  rural  areas,  and  the  frontier  based  nursing  program  in 
which  place-bound  students  can  receive  a  nursing  education — that 
is  very  important  for  rural  areas,  because  they  simply  cannot  leave 
the  area  to  go  even  to  a  community  college  which  may  be  75  or  100 
miles  away  regularly. 

I  think  the  grow-your-own  concept  that  Nancie  Bogardus  men- 
tioned earlier  is  a  very  important  program  to  assist  rural  commu- 
nities in  developing  programs  to  acquaint  students  in  secondary 
schools  with  health  professions  and  to  try  to  interest  them  in  pur- 
suing that,  because  there  is  excellent  evidence  that  a  much  higher 
proportion  of  those  students  will  return  to  similar  communities  in 
the  long  term. 

Senator  Hatfield.  Let  me  interrupt  at  that  point.  What  has 
been  the  receptivity  of  the  schools  or  the  interaction  with  the  edu- 
cational world? 

Dr.  Reinschmidt.  It  has  been  very  good,  particularly  in  area  2. 
And  Nancie  Bogardus  could  comment  at  length.  She  chairs  the 
committee  that  does  this.  But  they  have  developed  an  excellent 
program  of  videotapes  and  reaching  them.  It  will,  in  fact,  be  used 
as  a  model  by  the  other  AHECS  when  them  implement  similar  pro- 
grams. 

We  sometimes  ask  counselors  in  schools  to  be  clinic  potentiary, 
and  thev  need  assistance  because  they  cannot  know  everything 
about  all  the  various  careers  that  are  there. 

One  of  the  things  that  I  would  like  to  emphasize  is  that  the  eco- 
nomic health  of  rural  communities  is  very  closely  linked  to  the 
availability  and  continuity  of  health  services  and,  in  fact,  is  often 
of  critical  importance.  The  loss  or  threat  of  loss  of  these  services 
may  preclude  economic  development  or  recovery  for  these  commu- 
nities. They  are  very  closely  linked. 

I  think  that  the  rural  managed  care  cooperatives,  the  networks 
as  outlined  in  this  act,  will  provide  an  excellent  opportunity  for  the 
health  care  providers  of  all  sorts,  including  hospitals  and  individual 
professionals,  to  join  together  to  develop  some  of  the  linkages  and 
forces  that  are  needed  for  them  to  receive  the  kinds  of  equity  and 
educational  opportunities  they  need. 

PREPARED  STATEMENT 

In  summary,  in  my  view  the  Rural  Health  Innovation  Dem- 
onstration Act  of  1993  will  take  several  very  important  steps  in  as- 
suring the  availability  and  continuity  of  the  best  health  care  for 
rural  areas  of  the  Nation,  including  Oregon,  through  the  formation 
of  the  rural  health  networks  and  cooperatives  in  dealing  with  the 
acute  needs  of  these  rural  communities.  The  AHEC's  will  be  strong 
partners  in  this  endeavor  and  are  particularly  well  suited  to  play 
a  key  role. 

Again,  I  would  like  to  express  to  you  my  appreciation  for  having 
the  opportunity  to  testify. 

[The  statement  follows:] 


49 


STATEMENT  OF  J.S.  REINSCHMIDT 

Senator  Hatfield,  I  am  J.  S.  Reinschmidt,  Sr.  Associate  Dean  Emeritus  of  the  School 
of  Medicine  of  the  Oregon  Health  Sciences  University  and  Director  of  tlie  Oregon  AHEC 
Program.    It  is,  indeed,  a  privilege  to  be  able  to  testify  in  this  hearing  on  the  Rural  Health 
Innovation  Demonstration  Act  of  1993. 

You  are  well  aware  of  the  many  problems  that  beset  rural  communities  and  rural 
areas,  both  in  Oregon  and  the  nation.    Among  these  are  the  continuing  problems  of 
maintaining  an  economic  base,  the  continuing  evolution  of  population  demographics  in  rural 
areas,  the  continuing  shortage  of  health  care  professionals,  and  the  difficulty  those 
professionals  have  in  obtaining  equitable  reimbursement  and  incomes  compared  to  their  more 
urban  colleagues.    Obviously,  the  problems  are  multi-faceted  and,  in  my  view,  require 
multidimensional  efforts  to  effect  change.    I  believe  that  the  Rural  Health  Innovation 
Demonstration  Act  of  1993  will  address  several  very  significant  issues  aimed  at  improving 
tliese  conditions  in  rural  areas. 

The  Area  Health  Education  Centers  Program  and  the  respective  centers  in  Oregon 

have  a  high  level  of  commitment  to  assuring  the  availability  and  continuity  of  health  services 

in  this  predominately  rural  state. 

The  Area  Health  Education  Centers  Program  is  a  partnership  between  Oregon  Health 

Sciences  University  and  Oregon  communities.    The  AHEC  Program  is  designed  to  improve 

ihe  availability  and  continuity  of  health  care  in  rural  and  underserved  areas  by  providing 

education  and  uaining  for  health  professions  students  in  nursing,  medicine  and  allied  health, 

as  well  as  primary  care  residents  in  rural  and  underserved  areas.    Smdies  show  that  they  are 

much  more  likely  to  practice  in  these  areas  if  they  have  had  training  there. 

The  term  "centers"  is  misleading  because  AliECs  are  really  located  in  regions,  which 

in  Oregon  encompass  large  geographical  areas.    The  planning  and  development  of  the 

AHECs  is  progressing  at  an  accelerated  pace  over  tlie  federal  requirements .    Five  AHECs 

will  encompass  the  entire  state;  three  of  these  are  now  operational  in  northeastern  and  central 

Oregon  and  the  north  and  central  coast  and  mid-Willamelte  Valley.    Each  AHEC  has  a  Board 

of  Directors  from  the  respective  region  responsible  for  administering  the  affairs  of  the  AHEC 

and  determining  needs  for  health  care  and  the  health  professional  training  needs  to  meet  such. 
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A  few  examples  of  AHEC  programs  which  have  been  initiated: 

•  All  family  Medicine  residents  in  their  2nd  and  3rd  year  of 
training  are  rotating  to  rtiral  sites  (began  July  1991). 

•  A  Community-based  Family  Medicine  Residency  is  being 
developed  in  AHEC  H,  based  in  Klamath  Falls  and  Bend,  and 
including  such  communities  as  Lakeview  and  Bums,  and  a 
director  has  been  appointed. 

•  Strong  financial  and  programmatic  support  for  the  Nurse 
Practitioner  Program  based  at  Eastern  Oregon  State  College  and 
the  Frontier  Nursing  Program  of  the  School  of  Nursing  whereby 
place-bound  students  may  achieve  a  degree. 

•  Opportunities  for  nurses  in  small,  rural  hospitals  to  upgrade 
skills  in  critical  and  intensive  care  through  a  scholarship    program. 

•  Medical  smdents  in  the  third  year  axe  required  to  participate  in 

a  Primaiy  Care  Clerkship  in  rural  communities.    This  is  part  of 
a  major  curriculum  revision  in  the  School  of  Medicine  designed 
to  make  the  education  more  relevant  to  the  current  health  care 
environment  and  emphasizing  Primary  Care. 

•  A  "Grow  Your  Own"  program  to  assist  rural  communities  in 

developing  programs  to  interest  smdents  in  secondary  schools  in 
health  careers  with  tlie  intent  that  these  students  will  have  a 
greater  interest  in  returning  to  these  rural  communities  as 
practicing  professionals. 
The  economic  hcaltli  of  these  communities  is  very  closely  linked  to  the  availability  and 
continuity  of  healdi  care  services,  and  in  fact,  is  often  of  critical  importance.    The  loss  or 
threat  of  loss  of  these  services  may  preclude  economic  development  or  recovery. 

The  rural  health  extensions  networks  involving  an  association  of  rural  health  care 
providers  to  develop  potential  linkages  with  urban  healdi  care  providers,  is  particularly 
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important.    The  AHECs,  both  in  Oregon  and  other  areas  of  the  nation,  aie  paiticularly  well- 
placed  and  suitable  to  have  direct  involvement  in  these  networks  with  their  Boards  and 
cominirtees  involved  Ln  such  communiiy-based  efforts  to  address  the  health  care  needs  in  the 
AHEC  areas. 

The  rural  managed  care  cooperatives,  allowing  rural  communities  and  areas  to 
develop  and  administer  cooperatives  that  will  establish  an  effective  case  management  and 
reimbursement  system  designed  to  support  the  economic  viability  of  the  essential  health 
services  facilities,  health  care  systems  and  health  care  resources  are,  in  my  view,  very 
important  in  order  to  better  able  practitioners  and  health  care  institutions  to  deal  with  the 
rapidly  developing  changes  in  the  health  care  system.    The  problems  in  rural  areas  are  very 
different,  and  bringing  these  professionals  and  institutions  together  to  be  able  to  reasonably 
compete  and  assure  more  equitable  financial  rewards  is  essential.    The  ability  to  negotiate 
with  employers  and  providers,  panicularly  the  issue  of  malpractice  insurance  to  develop  an 
affordable  program  for  the  members  of  these  cooperatives  is  of  great  importance  to  health 
professionals  and  institutions  in  lural  areas. 

In  sunmiary,  the  Rural  Health  Imiovation  Demonstration  Act  of  1993  will  take  several 
very  important  steps  in  assuring  the  availability  and  continuity  of  tlie  best  health  care  for 
rural  areas  of  the  nation,  including  Oregon,  through  the  formation  of  the  rural  health 
networks  and  cooperatives  in  dealing  with  the  acute  needs  of  these  rural  communities,  the 
health  care  professionals  and  institutions  in  the  rural  areas.    The  AHECs  will  be  strong 
partners  in  this  endeavor,  and  are  particularly  well  suited  to  play  a  key  role. 

Again,  I  would  like  to  express  ray  great  appreciation  for  having  tlie  privilege  of 
appearmg  before  you.    Thank  you. 

Senator  Hatfield.  Thank  you,  Dr.  Reinschmidt.  I  want  to  take 
this  moment  in  time  to  again  emphasize  the  fact  that  a  bill  intro- 
duced into  the  Congress  takes  many  shapes,  and  many  formats  are 
used  in  the  development  of  a  bill.  Dr.  Reinschmidt  and  the  Oregon 
Health  Sciences  University  have  been  very  helpful  in  putting  this 
together. 

We  have  used  the  expertise  that  is  available  in  Washington,  the 
National  Institutes  of  Health  and  so  forth.  But  I  want  everyone  to 
understand  that  this  is  not  locked  into  concrete,  and  that  this  hear- 
ing is  only  one  other  way  to  invite  people  to  review  the  provisions, 
to  fine  tune  them,  to  make  suggestions  for  modification  or  improve- 
ment or  expansion  because  there  is,  in  a  sense,  no  pride  of  author- 
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ship.  My  name  is  on  the  bill  but  that  is  only  because  it  facilitates 
the  process. 

I  want  to  make  sure  that  we  have  in  this  bill  the  kind  of  provi- 
sions that  really  do  the  most  to  try  to  reach  out  to  the  needs  of 
rural  Oregon  and  rural  America.  So,  I  want  to  thank  Dr. 
Reinschmidt  for  his  input  and  the  Universitv  and  others  here  today 
who  have  been  helpful.  But  this  is  just  one  further  step  in  the  proc- 
ess. This  bill  is  open  to  amendment,  so  to  speak. 

Ms.  Lum. 

STATEMENT  OF  BARBARA  LUM 

Ms.  LuM.  Good  morning.  Senator  Hatfield,  thank  you  for  the  op- 
portunity to  be  here.  I  am  Barbara  Lum,  a  vice  president  of  Oregon 
Association  of  Hospitals  and  my  main  responsibility  is  the  small 
and  rural  hospital  section. 

In  addition  to  appreciating  the  opportunity  to  testify  here,  I 
would  like  to  compliment  you  on  your  vision  of  the  opportunities 
and  the  future  positive  opportunities  in  health  care,  and  particu- 
larly rural  health  care.  And  I  think  that  the  Rural  Health  Innova- 
tion Act  of  1993  is  evidence  to  your  persistence  in  a  vision  which 
started  in  1991. 

Hopefully  what  this  testimony  will  do  is  validate  and  support 
what  other  people  have  said  about  the  issues  and  concerns  and 
needs  of  rural  health  care  in  Oregon.  Oregon  is  a  rural  State,  and 
as  evidence  of  that  39  of  the  69  hospitals  in  the  State  of  Oregon 
are  defined  as  rural  hospitals. 

So,  over  50  percent  of  the  hospitals  in  the  State  are  rural  hos- 
pitals. That  is  a  tremendous  amount  of  the  overall  health  care  net- 
work. And  they  serve  35  percent  of  the  population  in  the  State  at 
a  cost  of  only  15  percent  of  the  health  care  dollars  spent  in  the 
State  of  Oregon.  It  is  hard  to  find  that  kind  of  a  bargain  in  just 
about  any  area.  I  think  that  the  rural  health  system  in  Oregon  is 
a  strong,  solid  system  that  is  utilizing  resources  effectively. 

If  this  system  disappears  or  is  jeopardized,  there  are  some  popu- 
lations that  are  very  important  to  the  Nation  as  a  whole  and  to  the 
State  of  Oregon  that  will  suffer  disprotionately,  and  these  are  the 
elderly,  trauma  victims — we  heard  this  morning  about  emergencies 
in  rural  areas — public  pay  patients,  and  ethnic  minorities.  These 
are  the  people  that  will  suffer  the  most. 

In  Oregon,  13  percent  of  the  population  is  elderly,  and  this  is 
higher  than  the  national  norm,  and  it  is  expected  to  continue  to 
grow.  Also,  44.35  percent  of  the  rural  population  that  gets  medical 
care  in  rural  communities,  that  dollar  amount  is  spent  on  Medicare 
and  Medicaid  patients.  So,  a  high  proportion  of  public  pay  patients 
are  receiving  care  in  the  rural  areas. 

An  example  of  what  ethnic  minority  groups  impact  the  State  of 
Oregon  is  there  are  over  11,500  migrant  and  seasonal  farm  work- 
ers in  Hood  River,  and  this  is  reflected  in  other  areas  of  the  State 
as  well.  So,  you  find  this  pattern  repeated  in  other  areas. 

Probably  the  major  concerns  for  small  rural  hospitals  are  finan- 
cial. Legal,  technical,  human  resource,  and  competitive  barriers 
have  also  been  mentioned.  And  if  we  look  at  Oregon's  small  and 
rural  hospitals  in  terms  of  financial  fragility,  type  A  hospitals, 
which  are  the  smallest  and  most  remote,  have  an  operating  margin 
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of  0.64  percent.  It  is  extremely  difficult  to  run  a  business  with  a 
margin  of  that  size. 

Type  B  hospitals,  which  are  little  larger  and  a  little  less  remote, 
have  operating  margins  of  1.1  percent.  And  the  largest  rural  hos- 
pitals, the  type  C  hospitals,  have  operating  margins  of  3.56  per- 
cent. This  indicates  the  strong  need  for  continued  financial  support 
of  all  types  from  all  types  of  payers. 

If  this  reimbursement  goes  down,  which  it  is  predicted  to  do, 
some  of  these  categories  or  hospitals  will  drop  below  the  zero  point, 
and  we  may  see  hospitals  in  the  most  remote  parts  of  the  State  not 
be  able  to  survive. 

Future  challenges  that  the  hospitals  will  face  particularly  in 
health  care  reform — Karen  Whitaker  already  identified  some  of  the 
key  issues  that  rural  hospitals  will  face  in  terms  of  survivability. 
Will  they  be  able  to  survive  or  will  they  be  subsumed  by  a  system 
which  will  then  require  rural  areas  and  rural  people  to  travel  as 
a  means  of  obtaining  even  basic  health  care? 

We  are  seeing  that  type  of  system  emerging  in  the  State  of  Or- 
egon already.  The  public  employees  often  have  to  travel  outside 
their  areas  for  even  the  basic  health  care  services,  which  are  not 
reimbursed  at  the  local  hospital.  And  any  additional  moves  in  this 
direction  are  going  to  create  some  real  serious  hazards  for  the 
small  and  rural  hospitals. 

What  can  the  Federal  Government  do?  And  it  is  nice  to  know 
that  the  Federal  Government  is  committed,  as  they  have  been,  to 
continuing  to  support  rural  health  care  and  particularly  in  Oregon. 
The  Rural  Health  Innovations  Act  I  think  is  a  major  step  in  help- 
ing rural  areas  put  together  networks  and  cooperatives  that  will 
support  and  keep  the  rural  health  system  competitive  in  the  State. 

Reductions  in  reimbursements,  both  at  the  State  and  Federal 
level,  are  serious  concerns  to  small  and  rural  hospitals.  And  in  the 
State  of  Oregon,  the  hospitals  as  a  group  have  looked  at  the  situa- 
tion and  said  it  is  appropriate  that  small  and  rural  hospitals  be  ex- 
empted from  reductions  in  health  care  reimbursement  or  from  ad- 
ditional limitations,  and  I  would  encourage  the  Federal  Govem- 
nient  to  take  the  same  approach.  Exempt  the  small  and  rural  hos- 
pitals from  the  limitations  that  are  going  to  be  effected. 

Antitrust  exemptions  are  needed  for  rural  communities  to  put  to- 
gether networks.  And  effective  relationships  with  physicians  are 
needed  that  will  help  deal  with  some  of  the  issues  that  we  have 
heard  about. 

And  in  the  area  of  manpower,  the  Federal  Government  might 
look  at  some  of  the  things  that  Oregon  as  a  State  has  done  in 
terms  of  tax  credits,  loan  forgiveness,  and  that  type  of  thing.  That 
also  would  be  extensions  of  the  existing  Federal  legislation  that 
will  support  rural  health  manpower  development. 

PREPARED  STATEMENT 

Transition  grants  and  rural  health  outreach  grants  have  been 
tremendously  helpful  to  the  State  of  Oregon,  and  we  would  hope 
that  those  would  be  continued  and  supported  at  levels  of  appropria- 
tion that  are  at  least  consistent  with  past  levels  of  funds.  Again, 
thank  you  for  your  vision  and  for  the  opportunity  to  be  here. 

[The  statement  follows:] 
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STATEMENT  OF  BARBARA  LUM 

First,  thank  you  to  Senator  Hatfield  and  his  staff  and  to  the  US  Senate  Appropriations 
Committee  for  the  opportunity  to  address  rural  health  issues,  Oregon  Association  of 
Hospitals  and  Oregon's  rural  hospitals  appreciate  the  interest  and  support  for  rural 
healthcare  by  Senator  Hatfield  and  other  members  of  the  US  Senate  Appropriations 
Committee.  These  efforts  demonstrate  the  continuing  federal  commitment  to  rural 
healthcare  access  that  began  with  the  Hill-Burton  Act. 

Oregon's  39  rural  hospitals,  which  include  Type  A,  Type  B,  and  Type  C  rural  hospitals, 
provide  local  healthcare  access  for  approximately  35%  of  the  state's  population.  This 
access  costs  only  15%  of  the  healthcare  dollars  spent  in  the  state  of  Oregon. 

Without  the  rural  hospital  system,  a  significant  number  of  people  would  not  receive 
timely  healthcare.  The  elderly,  trauma  victims,  public  pay  patients,  and  ethnic 
minorities  would  suffer  most  from  lack  of  access.  For  example,  the  elderly  account  for 
approximately  13%  of  the  rural  population  which  is  higher  than  the  national  average. 
Medicare  and  Medicaid  patients  account  for  44.35%  of  the  net  operating  revenue  for 
Oregon's  rural  hospitals.  Also,  there  are  over  11,500  migrant  and  farm  workers  in  the 
areas  surrounding  Hood  River  Memorial  Hospital,  and  other  rural  areas  have  similar 
situations. 

Barriers  to  Provision  of  Health  Services  in  Rural  Areas: 

Rur£il  hospitals  deal  with  numerous  barriers  to  provision  of  healthcare  services.  These 
include  financial,  legal,  technological,  human  resource,  and  competitive  barriers. 

Rural  hospitals  in  Oregon  have  fragile  financial  positions.  Operating  margins  average 
0.64%  for  Type  A  hospitals,  1.11%  for  Type  B  hospitals,  and  3.56%  for  Type  C  hospitals. 
All  these  margins  indicate  financial  distress.  Fourteen  of  the  39  hospitals,  or  36%,  have 
negative  operating  margins.  Also,  the  Hospital  Financial  Flexibility  Index,  which 
measures  the  ability  of  a  hospital  to  survive,  indicates  ten  rural  hospitals  at  risk  of 
failure.  This  is  1/3  of  the  state's  rural  hospitals.  Additional  limitations  in 
reimbursement  rates  or  rates  of  reimbursement  increases  will  increase  the  financial 
vulnerability  of  rural  hospitals.  Lack  of  financial  resources  also  prevents  rural  hospitals 
from  developing  new  healthcare  delivery  models  and  restricts  their  ability  to  respond 
to  the  dictates  of  healthcare  reform. 

Antitrust  provisions  keep  rural  hospitals  and  physicians  in  the  community  from 
forming  alliances  and  joint  ventures  that  help  them  both  compete  and  improve  their 
cost-effectiveness.  They  also  keep  adjacent  communities  from  working  together  to 
establish  area-wide  healthcare  networks  or  cooperatives. 

Lack  of  access  to  technology  because  of  cost  and  regulatory  restrictions  such  as 
certificate  of  need  keeps  rural  hospitals  from  offering  needed  ser\'ices  in  their 
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communities.  Travel  time  and  expense  is  a  hidden  cost  of  care  for  many  people  in  rural 
communities. 

There  are  shortages  of  healthcare  professionals  in  rural  areas.  It  continues  to  be 
difficult  to  recruit  and  retain  physicians,  nurses,  nurse  practitioners,  and  physical 
therapists  in  rural  areas  in  Oregon. 

Rural  hospitals  and  providers  face  head-on  competition  from  urban  hospitals  and 
providers.  Rural  hospitals  and  providers  have  a  competitive  disadvantage  and  must 
use  precious  resources  to  deal  with  increasing  competition.  Selective  contracting  is  one 
form  of  competition  that  hurts  excluded  rural  hospitals.  Currently,  approximately  20% 
of  rural  hospitals  are  excluded  from  some  payment  contracts. 

Future  Challenges  Faced  by  the  Rural  Medical  Community: 

Developing  successful  healthcare  reform  models  for  rural  areas  is  the  current  and 
future  challenge  faced  by  rural  hospitals  and  their  communities.  Urban-based  reform 
models  are  not  necessarily  effective  for  rural  areas.  There  are  very  few  purely  rural 
reform  models,  and  those  that  do  exist  are  new  and  without  proven  track  records. 


Rural  Healthcare  Support: 

Rural  hospitals  and  their  communities  need  financial  support  as  well  as  support  for 
their  reform  efforts.  The  State  of  Oregon  has  special  financial  supports,  tax  credits,  and 
loan  repayment  programs  for  rural  hospitals  and  providers.  The  special  financial 
supports  help  rural  hospitals  to  stabilize  deteriorating  fir  mcial  positions.  The  tax 
credits  and  loan  repayment  programs  help  communities  recruit  and  retain  critical 
healthcare  providers. 

We  see  several  areas  where  the  federal  government's  policies  and  programs  can  make  a 
difference  for  Oregon's  rural  hospitals. 

First,  legislation  such  as  the  Rural  Health  Innovations  Act  of  1993  supports  rural 
hospital's  efforts  to  create  successful  rural  reform  models.  There  are  two 
hospitals  in  Oregon  which,  combined  with  two  hospitals  in  Washington  State, 
are  working  on  an  area-wide  rural  healthcare  network.  Funding  to  develop  and 
implement  the  project  is  needed. 

Second,  limitiitg  reductions  in  current  and  future  reimbursement  is  critical  to  the 
financial  health  of  rural  hospitals.  Special  consideration  and  exemptions  from 
Medicare  payment  cuts  for  rural  hospitals  and  providers,  similar  to  the  Oregon 
state  provisions,  merit  serious  consideration.  The  overall  cost  of  exemptions  for 
rural  hospitals  is  negligible. 
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Third,  rural  communities  and  their  healthcare  providers  need  antitrust 
exemptions  in  order  to  develop  healthcare  delivery  systems  that  coordinate 
provider  practices  and  hospital  care. 

Fourth,  rural  communities  need  special  considerations  and  exemptions  to  allow 
them  to  recruit,  retain,  and  fully  utilize  professional  human  resources.  Federal 
tax  credits  need  consideration.  Other  things  to  consider  are: 

Expansion  of  the  rural  health  manpower  shortage  program; 
Relaxation  of  rules  and  regulations  that  restrict  rural  hospital  flexibility; 
Exemption  of  rural  hospitals  from  new  labor  legislation  that  would  affect 
their  ability  to  use  professional  personnel  as  needed  to  provide 
continuing  access  and  patient  care. 

Fifth,  exemptions  from  limitations  on  technology  acquisition  for  rural  hospitals 
need  to  be  considered.  The  cost  of  technology  will  limit  rural  hospitals' 
acquisition  of  technology.  Therefore,  additional  regulations  and  restrictions  are 
not  needed. 

Senator  Hatfield.  Thank  you,  Ms.  Lum.  I  appreciate  your  broad 
coverage  of  these  matters  that  we  are  working  with,  ana  especially 
as  we  get  into  antitrust.  I  highlight  that  in  your  statement  in  that 
we  cannot  let  that  become  a  barrier  to  collaboration  and 
networking.  And  I  am  sure  that  we  can  find  ways  to  do  that  with- 
out sacrificing  important  consumer  protection. 

Thank  you  again.  You  have  been  very  good  mentors  and  I  feel 
like  at  the  end  of  this  hearing  today  I  should  have  an  hour  of  grad- 
uate credit.  [Laughter.] 

STATEMENTS  OF: 

BARBARA  SMITH,  LAKEVIEW  NURSING  STUDENT,  LAKE  DISTRICT 

HOSPITAL,  LAKEVIEW,  OR 
MARY   WILKIE,    LAKEVIEW   NURSING    STUDENT,    LAKE    DISTRICT 

HOSPITAL,  LAKEVIEW,  OR 
LISA  THRASHER,  LAKEVIEW,  OR 
SHARON  CHASTAIN,  GRANTS  PASS,  OR 
REBECCA  RAE,  CAVE  JUNCTION,  OR 

Senator  Hatfield.  I  invite  now  the  last  panel  to  come  to  the 
table.  Lisa  Thrasher,  Sharon  Chastain,  and  Rebecca  Rae.  We  also 
will  have  a  telecast  from  Barbara  Smith,  a  student  at  Lakeview 
Nursing  Center.  Now,  this  panel,  ladies  and  gentlemen,  are  the  re- 
cipients or  those  who  have  experienced  rural  health  care  in  some 
form  or  another,  or  found  the  absence  of  it.  It  also  brings  in  the 
students  who  are  in  nursing  training  from  the  Lakeview  Center  it- 
self. 

Lisa  Thrasher  is  from  Lakeview.  She  is  a  bank  assistant  who 
was  accidentally  shot  in  the  chest  and  saved  at  Lake  District  Hos- 
pital because  her  condition  was  too  unstable  to  transport  her.  She 
is  a  survivor.  At  the  same  time,  she  is  a  recipient  of  that  care  that 
was  there  in  Lakeview. 

Sharon  Chastain  came  to  Our  Valley  Rural  Health  Clinic  in 
Grants  Pass  right  after  it  opened  with  a  heart  condition,  and  had 
no  health  insurance  as  I  understand,  or  any  way  to  access  health 
care  prior  to  that. 
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Rebecca  Rae — two  of  her  children  received  health  care  after 
hours  from  the  health  clinic  in  Cave  Junction  in  life  threatening 
situations. 

So,  we  find  that  these  are  very  important  people  to  our  hearing 
in  the  sense  that  we  want  the  totality  of  this  issue  presented. 

STATEMENT  OF  BARBARA  SMITH 

I  think  at  this  moment  we  have  both  Mary  Wilkie  and  Barbara 
Smith,  who  are  nursing  students  from  Lakeview,  by  remote  link  on 
the  Educational  Network.  Please  make  your  presentations  at  this 
point.  And  let  me  say  again  how  much  we  appreciate  your  joining 
us  at  this  public  hearing. 

Ms.  Smith.  Last  fall  Mary  and  I  were  two  of  the  people  chosen 
in  Lakeview  to  pursue  the  bachelor  of  nursing  program  through  the 
telecommunications  system  known  as  ED-NET  11.  Through  it  we 
can  participate  in  nursing  classes  being  held  at  OHSU's  extended 
campus  at  Eastern  Oregon  State  in  LaGrande  without  leaving  our 
home  town. 

I  have  always  wanted  to  continue  my  education  for  a  BS-RN,  but 
have  been  unable  to  because  of  the  lack  of  higher  education  in 
rural  areas.  My  husband's  job  with  the  Fish  and  Wildlife  Service 
has  always  placed  us  in  this  type  of  an  area  where  we  enjoy  the 
benefits  of  a  close  community  and  the  outdoor  life. 

I  have  two  children  and  have  not  been  willing  to  leave  my  home 
to  pursue  my  own  higher  degree  in  nursing,  so  when  the  availabil- 
ity of  ED-NET  II  came  into  being  I  was  excited  about  being  able 
to  gain  my  goal  without  leaving  my  home  and  without  leaving  the 
job  that  I  really  enjoy  at  Lake  District  Hospital. 

The  system  consists  of  a  television  screen  much  like  the  one  that 
you  are  looking  at  right  now  set  up  in  a  specially  wired  room  at 
Lake  District  Hospital.  There  is  a  two-way  microphone  and  board 
which  allows  us  to  access  the  other  rural  sites  where  the  other 
RFD  students  are,  for  instance  in  Bums,  and  John  Day,  and  Baker. 
We  can  hear  the  comments  of  the  other  students  because  they  too 
have  microphones  which  they  press  then  responding  to  questions 
and  comments  on  things. 

The  instructor  in  LaGrande  places  us  on  a  monitor  in  her  class- 
room, and  during  the  class  itself  they  will  switch  to  the  various 
sites  so  that  everybody  can  see  everybodv  else  during  the  class  pe- 
riod. There  have  been  many  comments  between  the  various  sites. 
A  lot  of  times  our  classes  are  held  during  lunch  time,  and  we  are 
all  comparing  what  we  are  having  for  lunch  at  the  various  sites 
around  rural  Oregon. 

During  our  breaks  we  are  able  to  converse  with  the  instructors 
on  a  one-to-one,  and  gain  some  answers  on  the  problems  or  ques- 
tions that  we  have  about  the  course  during  the  day. 

Also  combined  with  this  system  is  a  computer  network  which  al- 
lows us  access  to  the  medical  library  in  Portland  for  references  for 
course  work,  as  well  as  a  mail  system  in  which  students  can  com- 
municate with  their  instructor  between  class  times  or  with  other 
students  at  other  sites  using  a  computer  rather  than  the  telephone 
system. 

ED-NET  is  not  just  for  nursing.  The  educational  district  here  has 
used  it  to  bring  Lakeview  teachers  continuing  education  classes. 
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Our  doctors  use  it  for  conferences  on  various  topics  and,  of  course, 
hearings  like  this  one.  It  is  a  very  wonderful  system  and  it  has  al- 
ways pretty  much  worked  for  us. 

This  system  has  been  brought  about  through  the  efforts  of  many 
to  benefit  many.  Good  quality  rural  medical  access  is  imperative. 
This  system  allows  current  health  providers  to  keep  up  to  date  and 
access  resources  with  the  flip  of  a  switch  so  patients  can  get  quality 
ongoing  care  in  a  rural  setting. 

Economically,  having  this  system  in  Lakeview  increases  the 
availability  of  a  quality  education  in  the  medical  field  to  people  in- 
terested in  a  career  in  health  care.  This  will  bring  a  stabilized  core 
of  medically  trained  personnel  to  the  rural  communities  instead  of 
relying  on  recruitment  from  outside. 

Building  up  our  own  base  of  personnel  will  allow  expansion  of 
local  services,  for  instance  home  health  care,  public  health,  and 
outpatient  services,  thus  decreasing  the  need  and  expense  for  peo- 
ple to  seek  outside  help. 

For  the  past  Sy2  years  I  have  worked  as  an  LPN  at  Lake  District 
Hospital.  I  was  honored  to  be  picked  as  one  of  the  first  to  go 
through  the  first  ever  attempt  to  train  rural  nurses  for  rural  nurs- 
ing. 

PREPARED  STATEMENT 

My  job  is  a  dynamic  one  and  encompasses  all  areas  of  nursing. 
ED-NET  is  in  our  future  as  a  viable  link  to  community  academics, 
which  will  bring  an  improved  supply  and  distribution  of  health  care 
to  rural  Oregon,  and  which  hopefully  will  be  a  model  for  other 
States. 

Thank  you. 

[The  statement  follows:] 
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STATEMENT  OF  BARBARA  SMITH,  LPN 

Last  Fall  I  was  one  of  two  Lakeview  people  to  be  chosen  to  pursue 
a  BS  in  Nursing  through  the  telecomraunlcation  system  known  to  us  as 
ED-NET  II.  Through  it  I  can  participate  in  nursing  classes  being 
held  at  OHSU's  extended  caropus  at  Eastern  Oregon  State,  LaGrande, 
without  leaving  my  hometown.  I  have  always  wanted  to  continue  my 
education  for  a  BS-RN  but  have  been  unable  because  of  the  lack  of 
higher  education  in  rural  areas.  My  husband's  job  with  Fish  and 
Wildlife  Service  has  always  placed  us  in  this  type  of  area,  where 
we  enjoy  the  benefits  of  a  close  community  and  outdoor  life. 

I  have  two  children  and  have  not  been  willing  to  leave  home  to 
pursue  my  own  higher  degree  in  nursing,  so  when  the  availatollty  of 
BD-NET  II  came  into  being  I  was  excited  about  the  ability  to  gain 
my  goal  without  leaving  B«y  home  and  cpiiting  a  job  I  really  enjoy. 

The  system  consists  of  a  television  screen  set  up  in  a  specially 
wired  room  at  Lake  District  Hospital.  There  is  a  two  way 
microphone  and  a  board  which  allows  us  to  access  other  rural  sites 
where  the  other  RFD  (Rural  Frontier  Delivery  )  stiKJenta  in  the 
nursing  program  are.  We  view  the  teacher  on  the  TV  screen  and  see 
the  overheads  as  if  we  were  present  in  LaGrande.  We  can  hear  the 
comments  of  the  other  students  because  they  too  have  microphones 
which  they  press  when  responding  to  questions  or  commenting  on 
something.  The  instructor  in  LaGrands places  her  monitor  on  us,  or 
one  of  the  sites  or  more  during  the  class  time  so  the  LaGrandaclass 
can  see  us  also.  There  have  been  many  comments  to  us  adwut  what 
they  are  serving  for  lunch  in  Lakeview  versus  what  they  are  having 
at  the  other  sites.  Diiring  breeiktimes  we  are  able  to  converse  with 
the  instructors  one  on  one  to  answer  course  questions  we  nay  have. 

Also  combined  with  this  system  is  the  computer  network  which  allows 
us  access  to  the  medical  library  in  Portland  for  references  for 
course  work,  as  well  as  "mail"  where  students  can  communicate  with 
their  instructors  between  class  times,  or  with  other  students  at 
other  sites,  using  the  computer  rather  than  phone  system. 

ED-NET  isn't  just  for  nursing.  The  Educational  Dis^trict  has  used 
it  to  bring  classes  to  lakeview  for  teacher's  continuing  education, 
Doctor  conferences  on  various  topic  have  been  brought  to  lakeview 
via  ED-NET  and  of  course  hearings  like  this  one.  It  is  a  wonderful 
system. 

This  system  has  been  brought  about  through  the  efforts  of  many  to 
benefit  many.  Good  quality  rural  medical  access  is  imperitive. 

This  system  allows  currrent  health  care  providers  to  keep  up  to 
date  and  access  resources  with  the  flip  of  a  switch,  so  patients 
can  get  quality  on  going  care  in  a  rural  setting.  Economically, 
having  this  system  in  lakeview  increases  the  availability  of  a 
quality  education,  in  the  medical  field,  to  people  interested  in  a 
career  in  health  care.  This  will  bring  a  stabilized  core  of 
medically  trained  personnel  to  the  rural  communities  instead  of 
having  to  rely  on  recruitment  from  outside.  Building  up  our  own 
base  of  personnel  will  allow  expansion  of  local  services  i.e.  Home 
health  care,  public  health,  outpatient  services,  thus  decreasing 
the  need  and  expense  for  people  to  seek  help  outside  the  community. 

For  the  past  3  1/2  years  I've  worked  as  an  LPN  at  Lake  District 
Hospital.  I  was  honored  to  be  picked  as  one  of  the  first  to  go 
through  this  first  ever  attempt  to  train  rural  nurses  for  rural 
nursing.  My  job  is  dynamic  it  encompasses  all  areas  of  nursing, 
OB,  Emergency,  Med/Surg,  Psych,  and  OR.  ED-NET  is  in  our  future  as 
a  viable  link  to  community /academics  which  will  bring  am  improved 
supply  and  distribution  of  health  care  to  rural  Oregon  and  which, 
hopefully,  will  be  a  model  for  other  states. 
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STATEMENT  OF  MARY  WILKIE 


Ms.  WiLKlE.  I  do  not  have  a  prepared  statement.  I  was  bom  and 
raised  in  Lake  County,  the  daughter  of  a  rancher.  I  have  worked 
here  at  Lake  District  Hospital,  where  I  was  trained  on  the  job  as 
an  emergency  room  technician.  For  the  last  8  years  I  have  seen 
family  and  friends  and  neighbors  come  through  this  facility  and  a 
lot  of  them  came  out  of  here  much  better  than  when  they  came  in. 

We  have  an  extremely  capable  group  of  doctors,  and  we  are  very 
fortunate  in  that.  Our  nursing  staff  is  excellent.  These  people  have 
worked  with  Barb  and  I  through  this  continuing  education  and  ED- 
NET  program  to  help  us  do  pur  best. 

Although  you  just  see  Barb  and  I,  there  were  60  people  inter- 
ested in  this  position.  There  are  that  many  people  in  this  small 
community  that  are  looking  for  medical  education.  I  think  we  have 
a  continuing  resource  here.  We  have  administrative  support  from 
Lake  District  Hospital,  our  community  supports  us,  families.  It  is 
a  wonderful  opportunity  for  us  and  we  hope  it  continues. 

Thank  you. 

Senator  Hatfield.  Can  you  hear  me  now?  First  I  would  like  to 
thank  you,  Mary  Wilkie  and  Barbara  Smith,  for  your  statements. 
They  have  been  very  helpful  to  us  in  this  hearing. 

Did  I  understand  you  to  say  that  since  this  experience  has  been 
brought  to  Lakeview  that  you  have  60  other  friends  or  residents  of 
the  community  that  are  interested  in  pursuing  some  further  edu- 
cation in  health? 

Ms.  Wilkie.  Before  this  was  brought  into  our  community  they 
advertised  for  people  interested  in  nursing  education;  60  people 
came  to  the  meetings  and  applied  for  the  position  of  being  a  stu- 
dent. Some  of  them  were  held  back  in  the  fact  that  they  did  not 
have  their  prerequisites,  such  as  the  sociology-anthropology.  Cur- 
rently there  are  several  people  in  the  community  working  on  these 
now. 

Senator  Hatfield.  Would  you  remind  us  again  what  the  popu- 
lation of  Lakeview  is  from  which  those  60  people  demonstrated 
that  interest? 

Ms.  Wilkie.  It  is  around  2,000.  I  am  not  sure  of  the  exact  num- 
ber. 

Senator  Hatfield.  Thank  you  very  much.  That  is  a  remarkable 
response.  We  appreciate  your  participation  very  much.  Over  and 
out.  [Laughter.] 

Now  we  will  turn  to  the  panel  of — I  call  them  recipients.  Perhaps 
others  would  call  them  consumers.  But  regardless,  they  have  been 
beneficiaries  of  our  programs  as  meager,  in  some  instances,  as  they 
might  be  or  as  broad  as  they  might  be  in  other  cases. 

All  right,  Ms.  Thrasher,  a  first  question  before  your  testimony, 
did  they  get  the  money  from  the  bank?  [Laughter.] 

statement  of  LISA  THRASHER 

Ms.  Thrasher.  OK,  I  was  going  to  let  you  know  that.  This  did 
not  happen  at  the  credit  union.  It  was  a  recreational  type  of  thing. 
I  was  at  a  friend's  house  and  it  was  an  accidental  shooting.  It  did 
not  happen  at  the  credit  union. 
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It  was  on  April  3  of  this  year.  This  bullet  entered  my  chest  here 
and  exited  here  near  my  waist.  On  the  way  through  it  did  a  lot  of 
damage.  It  went  through  my  liver,  my  lung,  my  diaphragm,  and 
my  stomach.  I  lost  a  lot  of  blood.  Dr.  Bomengen  told  me  later  it 
was  about  11  pints. 

With  everything  going  on  I  was  unable  to  be  transported  because 
my  condition  would  not  stabilize.  Even  with  the  hospital  just  100 
miles  away,  I  could  not  be  transported  there. 

Fortunately  for  me,  Lakeview  has  the  knowledgeable  doctors.  Dr. 
Bromengen  saved  my  life.  If  he  had  not  been  there,  I  would  not  be 
here  today;  52  days  after  the  accident  I  returned  to  work.  My  life, 
except  for  a  nice  scar  on  my  abdomen,  is  totally  back  together. 

PREPARED  STATEMENT 

I  urge  everyone  to  see  the  importance  of  this  health  bill.  Acci- 
dents happen  everj'  day.  You  never  can  say,  it  is  never  going  to 
happen  to  me,  because  I  never  thought  it  would.  No  one  should  die 
because  there  was  insufficient  knowledge  or  untrained  medical  per- 
sonnel in  a  small  community  hospital  or  a  clinic. 

[The  statement  follows:] 

Statement  of  Lisa  Thrasher 

Hello.  My  name  is  Lisa  Thrasher.  I  am  a  32  year  old  single  mother  of  a  10-year- 
old  girl.  I  am  the  Operations  Assistant  of  a  local  Credit  Union. 

On  April  3  of  this  year  I  was  accidentally  shot  with  a  .45  caliber  pistol.  The  bullet 
entered  through  my  upper  right  chest  and  exited  near  my  left  waist.  The  bullet  (bi- 
sected) my  liver,  punctured  a  lung,  went  through  my  diaphragm  and  blew  a  4-inch 
hole  in  my  stomach.  Throughout  this  ordeal  I  lost  11  pints  of  blood.  Due  to  the  seri- 
ousness of  my  injury  I  was  unable  to  be  transported  by  either  ambulance  or  Air- 
Life. 

Fortunately  for  me,  Lakeview  is  blessed  with  competent  and  knowledgeable  physi- 
cians. They  were  able  to  stabilize  my  condition  and  perform  the  needed  surgical  pro- 
cedures which  saved  my  life. 

Approximately  52  days  after  the  accident  I  was  able  to  return  to  work.  I  have 
fully  recovered  with  no  more  than  a  scar  or  two  to  remind  me  of  that  day. 

Needless  to  say,  if  Uie  medical  treatment  I  needed  hadn't  been  readily  available, 
I  would  not  be  here  today! 

I  urge  everyone  to  see  the  importance  of  the  Rural  Health  Bill.  Accidents  happen 
every  day.  No  one  should  die  because  there  was  insufBcient  knowledge  or  untrained 
medical  personnel  in  a  small  community,  hospital  or  clinic. 

Senator  Hatfield.  Ms.  Thrasher,  when  you  spoke  about  trans- 
porting to  another  facility,  that  would  have  been  inclusive  of  both 
helicopter  as  well  as  road  transportation — any  kind  of  transpor- 
tation? 

Ms.  Thrasher.  Any  kind  of  transportation.  Lakeview  does  have 
the — ^Air  Life  does  fly  there  quite  often.  But  Dr.  Bomengen  said 
that  I  would  have  never  even  made  it  if  he  had  not  gone  in  and 
done  the  emergency  surgery  necessary  at  that  time. 

Senator  Hatfield.  What  are  you  going  to  do  with  the  bullet, 
make  a  setting  for  it  and  wear  it  around  your  neck? 

Ms.  Thrasher.  My  brother  tells  me  he  is  going  to  drill  it  and 
make  a  necklace  for  me.  [Laughter.] 

Senator  Hatfield.  Wear  it  on  the  outside.  [Laughter.] 

Ms.  Thrasher.  To  ward  off  anything  further,  I  guess. 

Senator  Hatfield.  Ms.  Chastain? 
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STATEMENT  OF  SHARON  CHASTAIN 


Ms.  Chastain.  Thank  you  very  much.  I  am  very  grateful  to  be 
allowed  to  give  my  testimony  at  this  hearing,  and  I  thank  you  for 
the  opportunity  to  address  the  health  care  needs  that  face  people 
like  myself. 

As  a  person,  not  unlike  thousands  of  others,  whether  due  to  di- 
vorce or  loss  of  emplojrment  or  other  personal  tragedies,  I  suddenly 
found  myself  without  health  insurance  and  suffering  a  life  threat- 
ening illness.  I  was  at  the  time  in  my  early  fifties  and  finished  with 
my  job  as  a  mother  and  homemaker. 

I  found  myself  with  no  money,  no  job,  and  forced  to  live  with  a 
daughter  who  was  receiving  AFDC.  This  was  a  particularly  dev- 
astating situation  to  me  as  I  had  always  been  able  to  work  to  sup- 
port not  only  myself  but  my  children  as  well.  I  felt  that  I  had  been 
reduced  to  begging  for  the  barest  necessities.  My  children  all  tried 
to  help  me  but  they  could  barely  care  for  themselves. 

As  I  searched  for  help  at  all  the  agencies,  I  was  repeatedly  told 
I  was  not  eligible  for  any  type  of  aid  because  I  had  no  dependent 
children  and  I  was  not  receiving  Social  Security,  being  too  young 
at  the  time.  As  a  result,  I  was  forced  to  stop  my  life  saving  medica- 
tion because  I  had  no  way  to  pay  for  it  or  any  way  to  pay  a  doctor 
to  prescribe  it  for  me.  As  I  was  later  to  be  told,  my  medication 
meant  the  difference  between  life  and  death  for  me. 

I  realized  I  was  too  young  for  retirement  and  too  old  to  have  de- 
pendents to  make  me  eligible  for  any  help.  In  the  meantime,  my 
health  was  deteriorating  badly  to  the  point  that  it  was  becoming 
critical.  I  felt  lost  and  I  almost  came  to  believe  that  my  life  was 
over. 

One  day  I  read  about  Our  Valley  Clinic  opening  for  low  income 
people,  and  I  felt  a  bit  of  hope  of  finding  help.  I  was  able  to  seek 
the  medical  care  I  so  desperately  needed.  With  their  help,  I  was 
able  to  begin  taking  my  medication  again.  They  quite  simply  just 
saved  my  life. 

I  know  several  women  in  the  same  situation  as  mine,  only  be- 
cause they  are  the  wrong  age  and  are  going  without  much  needed 
medical  attention  because  of  no  insurance.  We  have  all  been  terri- 
fied that  a  medical  emergency  would  arise  and  we  would  not  be 
able  to  pay  for  the  care  needed. 

Many  simply  go  to  the  emergency  room  of  the  nearest  hospital 
not  able  to  pay  for  the  care  they  need,  thus  placing  the  burden  of 
their  care  on  the  tax  payers.  The  reduction  in  timber  harvests  in 
a  timber  supported  State  are  causing  devastating  losses  of  jobs  and 
health  insurance  that  once  were  taken  for  granted.  What  will  hap- 
pen when  a  medical  emergency  arrives? 

As  a  result  of  my  own  personal  experiences,  I  believe  that  every 
person  should  have  medical  care  accessible  to  them,  regardless  of 
their  status  in  life,  financial  situation,  or  age.  Many  serious  ill- 
nesses could  be  avoided  if  some  type  of  health  maintenance  pro- 
gram could  be  available  to  everyone.  If  serious  illnesses  could  be 
handled  before  they  become  emergencies,  this  could  only  result  on 
lower  medical  costs  in  the  long  run  for  tax  payers. 

I  have  now  remarried  and  have  health  insurance  as  a  dependent 
of  my  husband  and  am  very  relieved  to  have  it.  But  I  still  wonder 
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why  anyone  should  have  to  fall  through  the  cracks  at  a  certain  age, 
when  that  is  usually  the  age  when  medical  help  is  more  likely  to 
be  needed. 

PREPARED  STATEMENT 

Clinics  like  Our  Valley  Clinic  are  greatly  needed,  and  also  more 
doctors  are  needed  to  fill  the  gaps  between  the  time  already  do- 
nated by  very  dedicated  and  very  busy  doctors. 

I  will  forever  be  grateful  that  I  was  given  access  to  Our  Valley 
Clinic.  Without  it  I  do  not  believe  that  I  would  be  here  presenting 
this  testimony  today. 

Thank  you. 

[The  statement  follows:] 

Statement  of  Sharon  Chastain 

First,  I  am  very  grateful  to  be  allowed  to  give  my  testimony  at  this  hearing.  I 
thank  you  for  this  opportunity  to  address  the  health  care  needs  that  face  many  like 
myself. 

As  a  person,  not  unlike  thousands  of  others,  whether  due  to  divorce  or  loss  of  em- 
ployment, or  other  personal  tragedies,  I  suddenly  found  myself  without  health  insur- 
ance and  suffering  a  life  threatening  illness.  I  was,  at  the  time,  in  my  early  fifties 
and  finished  with  my  job  as  a  mother  and  homemaker.  I  found  myself  with  no 
money,  no  job,  and  forced  to  live  with  a  daughter  who  was  receiving  AFDC.  This 
was  a  particularly  devastating  situation  to  me,  as  I  had  always  been  able  to  work 
and  support  not  only  myself,  out  my  children  as  well.  I  felt  I  had  been  reduced  to 
begging  for  the  barest  of  necessities.  My  children  all  tried  to  help  me,  but  could 
barely  care  for  themselves. 

As  I  searched  for  help  at  all  the  agencies,  I  was  repeatedly  told  I  was  not  eligible 
for  any  type  of  aid,  as  I  had  no  dependent  children,  and  I  was  not  receiving  Social 
Security,  being  too  young  at  the  time.  As  a  result,  I  was  forced  to  stop  my  life  saving 
medication  as  I  had  no  way  to  pay  for  it,  or  any  way  to  pay  a  doctor  to  prescribe 
it  for  me.  As  I  was  later  to  be  told,  my  medication  meant  the  difference  between 
life  and  death  to  me. 

I  realized  I  was  too  young  for  retirement,  and  too  old  to  have  dependents  to  make 
me  eligible  for  any  help.  In  the  meantime,  my  health  was  deteriorating  rapidly,  to 
the  point  that  it  was  becoming  critical.  I  felt  lost  and  almost  came  to  the  belief  that 
my  life  was  over. 

One  day  I  read  about  "Our  Valley  Clinic"  opening  for  low  income  people,  and  I 
felt  a  bit  of  hope  of  finding  help.  I  was  able  to  seek  the  medical  care  I  so  desperately 
needed.  With  their  help  I  was  able  to  begin  taking  my  medication  again.  They  quite 
simply  saved  my  life! 

I  know  of  several  women  in  the  same  situation  as  mine,  only  because  they  are 
the  wrong  age,  are  going  without  much  needed  medical  attention  because  of  no  in- 
surance. We  have  all  been  terrified  that  a  medical  emergency  would  arrive  and  we 
would  not  be  able  to  pay  for  the  care  needed.  Many  simply  go  to  the  emergency 
room  of  the  nearest  hospital,  not  able  to  pay  for  the  care  they  need,  thus  placing 
the  burden  of  their  care  on  the  taxpayers.  The  reduction  in  timber  harvests  in  a 
timber  supported  state  are  causing  devastating  losses  of  jobs  and  health  insurance, 
that  once  were  taken  for  granted.  What  will  happen  when  a  medical  emergency  ar- 
rives? 

As  a  result  of  my  own  personal  experiences,  I  believe  that  every  person  should 
have  medical  care  accessible  to  them,  regardless  of  their  status  in  li^,  financial  situ- 
ation, or  age.  Many  serious  illnesses  coiud  be  avoided  if  some  type  of  health  mainte- 
nance program  could  be  handled  before  they  became  emergencies,  this  could  only 
result  in  lower  medical  costs  in  the  long  run  for  taxpayers. 

Our  rural  communities  have  many  people  who  need  medical  care  but  are  unable 
to  access  or  pay  the  prices  required  of  tnem.  Clinics  like  "Our  Valley  Clinic"  are 
needed  everywhere.  Medical  costs  which  steadily  rise,  further  Limit  the  opportunity 
of  those  who  cannot  afford  even  basic  medical  care. 

I  have  now  re-married  and  now  have  health  insurance  as  a  dependent  of  my  hus- 
band and  I  am  very  relieved  to  have  it,  but  I  still  wonder  why  anyone  shoula  have 
to  fall  through  the  cracks  at  a  certain  age,  when  that  is  usually  the  age  when  medi- 
cal help  is  more  likely  to  be  needed.  Clinics  like  "Our  Valley  Clinic"  are  greatly 
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needed,  and  also,  more  doctors  are  needed  to  fill  the  gaps  between  the  time  already 
donated  by  very  dedicated  and  very  busy  Doctors.  I  will  forever  be  grateful  that  I 
was  given  access  to  "Our  Valley  Clinic".  Without  it,  I  don't  believe  I  would  be  here, 
presenting  this  testimony,  today. 

Senator  Hatfield.  Thank  you  very  much.  Ms.  Chastain,  I  want 
to  point  out  something  because  I  think  it  is,  like  so  many  things, 
in  quotes,  the  system.  Unless  you  know,  you  cannot  get  help.  But 
many  of  the  major  pharmaceutical  houses  will  provide  for  free  life- 
saving  medication  for  people  who  are  in  the  situation  that  you  have 
described.  And  our  office  is  always  happy  to  be  helpful  to  help  link 
that  type  of  need  to  a  source. 

But  just  to  make  the  record  again,  I  think  a  lot  of  people  do  not 
realize  that  that  is  available  amongst  many — I  do  not  say  all,  but 
many  of  the  major  pharmaceutical  producers. 

Ms.  Chastain.  Yes;  that  is  true.  I  was  totally  unaware. 

Senator  Hatfield.  Yes. 

Ms.  Chastain,  It  was  the  doctors  at  the  Our  Valley  Clinic  that 
informed  me  of  this  and  helped  me  acquire  that  help. 

Senator  Hatfield.  Well,  I  am  glad  you  are  both  here  today  to 
testify  after  those  harrowing  experiences. 

STATEMENT  OF  REBECCA  RAE 

Ms.  Rae,  do  you  want  to  take  the  microphone  and  share  with  us 
your  experience? 

Ms.  Rae.  I  belong  right  now  to  the  Siskiyou  Community  Health 
Clinic  in  Cave  Junction  where  I  am  a  recipient,  and  I  have  lived 
in  Takilma  for  13  years,  and  I  have  watched  it  change  a  lot.  When 
I  first  moved  there  we  had  the  clinic  in  Takilma.  We  had  a  saint 
of  a  doctor,  Jim  Shames,  who  is  now  in  Ashland.  And  cir- 
cumstances had  him  move  on  where  he  serves,  I  guess,  more  people 
over  there.  But  he  helped  start  the  Takilma  clinic,  and  he  is  just 
a  really  unique  person  in  the  way  he  was  dedicated  and  made  no 
money  working  there  for  many,  many  years  with  his  family. 

My  son  who  is  13  now,  was  the  first  time  that  I  actually  came 
across  a  life  threatening  situation  when  he  was  only  3  months  old 
and  he  had  been  bom  with  a  really  rare  thing  called 
intraceseption,  which  is  a  telescoping  of  the  intestines.  And  I  was 
really  young  then  and  did  not  really  know  what  was  going  on,  and 
my  son  became  very,  very  ill. 

And  so  I  brought  him  to  the  clinic  and  Jim  helped  me  figure 
what  was  happening.  And  we  monitored  him  during  the  day,  and 
by  evening  time  he  had  me  rushed  to  Valley  Medical  Center  where 
he  was  put  in  emergency  surgery  or  he  would  have  never  lived 
until  morning.  And  right  now  he  is  13,  he  is  5  foot  9^2  inches  and 
handsome  and  strong,  and  just  has  a  little  scar  on  his  belly. 

And  the  clinic  has  always  been  there  for  me  over  the  years,  for 
10  stitches  in  the  big  toe  of  one  of  my  twins,  and  on  and  on — fish 
hooks  out  of  the  fingers.  Otherwise,  I  do  not  know  where  I  would 
go  if  the  clinic  was  not  there  with  all  its  dedicated  people.  They  are 
all  underpaid  and  they  are  all  my  friends  who  work  there.  Most  of 
them  had  in-training.  A  lot  of  them  just  got  training  over  the  years 
just  by  working  there. 

One  of  my  twins,  who  is  9  years  old  now,  when  he  was  5  he  woke 
up  in  the  middle  of  the  night  totally  hallucinating.  And  I  had  never 
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experienced  anything  like  that  and  I  did  not  know  what  was 
wrong.  He  did  not  even  really  have  a  fever  that  I  could  tell.  And 
I  watched  him  through  the  evening,  and  by  morning  he  was  getting 
worse,  and  he  was  in  my  bed  with  me.  I  called  the  clinic  and  Dr. 
Paul  Russicas  who  works  over  here  in  Ashland  now  too — they  have 
all  abandoned  us. 

Senator  Hatfield.  They  all  start  there  and  end  up  in  Ashland. 

Ms.  Rae.  Yes;  it  seems  like  it.  He  came  to  my  home  because  I 
did  not  want  to  move  Cedar  because  he  was  so  freaked  out.  And 
Paul  came  and  checked  him  at  my  home,  and  stayed  there  with 
me.  And  he  just  said  Rebecca,  I  am  going  to  go  for  a  jog  and  I  will 
be  right  back.  By  the  time  he  got  back,  Cedar  could  not  even  see 
a  finger  in  front  of  his  face  any  more. 

He  told  me  get  in  the  car  with  my  friend  and  drive  85 — he  goes, 
go  as  fast  as  your  car  will  go  and  do  not  stop,  and  I  will  call  the 
hospital,  and  bypass  Grants  Pass.  Those  times  I  have  to  bypass 
Grants  Pass  Hospital  it  is  what  the  clinic  told  me  to  do.  Just  head 
right  here  to  Valley  Medical  Center  where  they  have  more  facili- 
ties. So,  we  rushed  Cedar  to  the  hospital  here. 

They  flipped  him  over,  took  a  spinal  tap,  and  it  came  out  the 
color  of  milk  where  it  should  be  totally  clear.  He  would  have  prob- 
ably died  within  an  hour  or  two.  And  he  wound  up  having  the  most 
severe,  contagious  form  of  spinal  meningitis  you  can  contract. 

And  the  whole  way  to  the  hospital  I  was  just  holding  him.  He 
could  not  hear  me.  He  was  just  mumbling.  I  just  kept  talking  to 
him  just  to  keep  him  in  his  body.  And  the  doctor  had  me  in  the 
emergency  room  just  keep  talking  to  him.  He  said,  I  know  he  can 
hear  you,  so  just  keep  talking  to  him.  Everybody  in  the  emergency 
room  was  actually  pacing  until  the  medicines  came  down. 

So,  both  times  the  hospital  was  here,  but  without  the  encourage- 
ment and  just  the  feeling  that  somebody  is  there  to  help  me  to 
make  these  decisions  of  what  to  do — I  do  not  know  if  I  would  have 
waited  another  hour  or  something  and  he  might  not  be  here. 

And  Cedar  was  realizing  he  was  dying.  On  the  way  home  from 
the  hospital  he  said  to  me,  he  said,  "Mom,  you  know,  I  thought  I 
was  dying  and  I  thought  how  sad  that  would  be  because  I  am  only 
5  years  old."  And  is  quite  a  strapping  young  boy  today,  very  ram- 
bunctious. 

Senator  Hatfield.  How  old  is  he  now? 

Ms.  Rae.  He  is  9V2.  And  the  only  damage  he  sustained  was  nerve 
damage  in  one  of  his  ears.  But  the  other  one,  the  other  ear  is  fine. 
So,  he  is  progressing  through  life  just  fine  also. 

And  the  point  that  brings  me  here  today  and  why  I  chose  to 
come,  and  the  clinic  did  ask  me  to  come,  is  because  there  is  no  doc- 
tor in  our  valley  now.  The  valley  has  about  8,000  to  10,000  people, 
and  we  have  no  doctor  that  lives  there.  We  have  Jim  Shames  who 
still  comes  over  once  a  week,  and  we  have  PA's,  and  we  have  doc- 
tors that  come  and  go. 

But  if  a  medical  emergency  happened  in  the  middle  of  the  night 
for  me  now,  and  I  have  four  children,  I  do  not  really  know  who 
would  be  there  for  me  right  now.  There  are  nurses  that  live  in  the 
valley  who  I  could  call,  but  there  is  nobody  there  anymore. 
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PREPARED  STATEMENT 

And  I  know  Meadow  Martell  has  got  us  a  doctor  coming  in  Octo- 
ber and  the  clinic  survives  on  grants  that  they  have  received  be- 
cause they  have  won  national  awards.  They  are  highly  recognized 
because  of  how  they  started,  with  just  a  core  group  of  people  who 
have  built  it.  When  we  got  the  x-ray  machine  everybody  was  ex- 
cited, and  we  did  not  have  to  go  to  Grants  Pass  if  you  broke  your 
finger  anymore,  and  things  like  that. 

So  I  would  just  like  to  see  a  well  trained  person  that  was  in  our 
valley  that  could  handle  all  sorts  of  emergencies  to  be  there  for 
people. 

[The  statement  follows:] 

Statement  of  Rebecca  Rae 

I  have  volunteered  to  give  testimony  on  behalf  of  better  access  to  health  care  in 
rural  areas.  I,  for  one,  have  greatly  benefited  from  our  wonderful  rural  clinic,  then 
called  "Takilma  Peoples  Clinic,"  now  the  "Siskiyou  Community  Health  Center."  I 
have  the  pleasure  of  watching  my  son,  Tao,  now  13,  and  my  other  son.  Cedar,  now 
9,  grow  into  strong,  handsome  young  men.  I  live  40  miles  from  the  nearest  hospital 
and  70  miles  from  the  Medford  bigger  hospital  with  better  facilities.  Having  our 
rural  clinic  saved  both  their  lives  and  I  am  forever  grateful  for  their  being  there. 
I'm  raising  four  children  and  I  get  a  sense  of  security  knowing  I  have  help  when 
need  arises. 

Tao,  at  3  months  old,  showed  symptoms  of  intestinal  blockage.  I  first  called  the 
clinic  to  talk  to  the  doctor.  I  kept  in  touch  by  phone  over  the  next  few  hours.  By 
evening,  Tao  was  bleeding  from  the  bowel  and  spitting  up  bile,  so  we  went  to  the 
clinic.  Jim  Shames,  M.D.,  diagnosed  him  as  having  intraceseption,  a  telescoping  of 
the  intestines,  with  a  blockage  somewhere.  He  had  someone  drive  me  to  Medford 
Hospital  where  Tao  underwent  immediate  emergency  surgery — having  a  couple 
inches  of  his  ascending  colon,  which  was  kinked,  cut  out  and  his  intestines  placed 
right,  and  his  appendix  removed  as  it  was  ready  to  burst.  The  clinic  doctor,  Jim 
Shames,  came  to  visit  me  during  my  stay  in  the  hospital — ^to  give  moral  support — 
and  to  see  that  things  were  going  well  for  Tao. 

Cedar,  at  age  5,  woke  up  in  the  middle  of  the  night  hallucinating.  I  couldn't  imag- 
ine what  was  wrong  and  tried  to  soothe  him  back  to  sleep  from  his  "nightmare." 
Well,  this  nightmare  didn't  stop.  I  brought  him  to  bed  with  me  for  awhile  as  he  was 
paranoid.  By  6  a.m.,  I  called  the  clinic  and  asked  for  the  doctor  to  come  to  my  home 
as  I  didn't  want  to  move  Cedar  anywhere.  He  came  and  checked  him  out  having 
Cedar  follow  his  finger  with  his  eyes,  etc.  He  went  for  a  jog  and  came  back  half 
an  hour  later.  By  that  time  Cedar  couldn't  even  see  the  finger  in  front  of  his  face. 
Dr.  Paul  had  me  get  in  the  car  immediately,  my  friend  driving,  and  rush  onto  Med- 
ford Hospital,  once  again  bypassing  the  smaller  one  in  Grants  Pass.  We  drove  at 
85  miles  per  hour.  I  had  to  keep  talking  to  Cedar  to  keep  him  from  leaving.  He  was 
diagnosed  with  spinal  menengitis — the  most  contagious,  serious  variety  one  can  get. 
The  doctors  had  me  keep  talking  to  him  as  we  waited  for  the  drugs  to  be  rushed 
down  from  the  pharmacy.  His  life  was  on  the  line.  Well,  he  lived,  and  came  thru 
it  with  nerve  damage  in  one  ear.  Cedar  told  me  on  the  drive  back  home  a  week 
later,  "I  thought  I  was  going  to  die  and  I  kept  thinking  how  sad  that  would  be  be- 
cause I'm  only  five  years  old."  Once  again  Im  grateful  to  have  our  clinic  with  its 
dedicated  folks  who  care  running  it. 

Now,  five  years  later,  our  clinic  is  in  Cave  Junction.  Instead  of  the  community 
of  Takilma,  where  it  can  serve  the  larger  valley.  It's  the  only  medical  facility  for 
many  miles  in  either  direction.  I  see  them  struggling  to  be  able  to  afford  a  doctor 
more  than  one  or  two  days  a  week.  The  physicians  assistants  are  okay,  but  now, 
unlike  five  years  ago,  there  is  no  doctor  in  this  valley  of  5  or  6  thousand  folks.  If 
such  an  emergency  were  to  come  up  for  me  today,  one  of  my  children  might  not  be 
so  lucky.  The  clinic  has  a  doctor  come  from  Ashland  (80  miles)  once  a  week  (the 
original  doctor)  and  a  visiting  doctor  when  possible.  It  seems  a  crime  that  for  the 
amount  of  poor,  rural  people  in  this  valley,  that  there  is  no  doctor  that  lives  here. 
I  just  don't  understand  how  America  doesn't  better  support  these  rural  clinics  that 
give  care  around  the  clock.  Our  clinic  has  won  national  awards  and  has  received 
grants  to  update  its  equipment.  Everyone  was  excited  when  they  got  an  x-ray  ma- 
chine. I  would  like  the  clinic  to  get  a  full-time  doctor  and  have  a  program  to  help 
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fund  it  if  that's  what  it  takes.  Maybe  a  law  that  requires  a  doctor  per  so  many  peo- 
ple. 

So,  in  closing,  on  behalf  of  rural  clinics,  I  want  to  say  that  the  care  you  receive 
in  these  clinics  is  one  of  true  caring  as  these  folks  are  almost  always  underpaid. 
Every  rural  area  needs  to  have  a  clinic.  I  can't  afford  medical  insurance  ana  if  I 
had  to  run  40  miles  to  the  emergency  room  I  could  go  into  debt  quickly.  America 
needs  to  get  its  health  care  trip  together  to  show  we  are  truly  a  great  country. 

Senator  HATFIELD.  Thank  you.  You  have  given  us  very  moving 
testimony. 

You  know,  I  want  to  tell  you  that  I  have  said  to  other  people  that 
in  my  business  you  can  be  working  with  figures  and  percentages 
and  allocations  and  all  these  fiscal  terms  so  much  that  you  lose  the 
human  face  on  these  matters  that  you  are  really  working  with.  And 
I  am  a  visual  kind  of  learner.  And  seeing  you  eyeball-to-eyeball  and 
face-to-face  gives  me  not  only  renewed  determination  but  it  tells 
me  again  that  when  you  get  through  with  the  dollars  and  all  these 
other  figures,  you  are  still  really  dealing  with  people,  and  the 
human  face  is  on  this  issue. 

You  have  made  a  very  indelible  impression,  all  of  you  today,  from 
the  recipient  angle  to  the  delivery  angle.  So,  it  has  been  very,  very 
helpful  to  me  personally  as  well  as,  I  think  to  the  subject. 

i^d  again  I  urge  you,  do  not  be  intimidated  by  the  format  of  the 
bill.  But  if  you  can  take  time  and  look  through  it,  and  raise  any 
question  or  any  way  that  you  think  it  can  be  made  stronger  to 
meet  your  community  needs,  that  is  why  we  are  here. 

You  have  been  most  constructive,  so  thank  you  very  much. 

Ms.  Rae.  Thank  you. 

Ms.  Chastain.  Thank  you. 

OTHER  PREPARED  STATEMENTS  SUBMITTED  FOR  THE  RECORD 

Senator  Hatfield.  We  have  statements  from  two  hospital  admin- 
istrators to  be  included  in  the  record.  Mr.  Brad  Higgins,  adminis- 
trator of  the  Wallowa  Memorial  Hospital  in  Enterprise,  OR,  and 
Ms.  Sandra  Reese,  who  is  the  administrator  at  the  Lower  Umpqua 
Hospital  at  Reedsport. 

[The  statements  follow:] 

Statement  of  Brad  A.  Higgins,  CEO/Administrator,  Wallowa  Memorial 

Hospital,  Enterprise,  OR 

Thank  you  for  your  invitation  to  the  field  hearing  of  the  Appropriations  Commit- 
tee in  Medford,  on  August  10.  I  will  be  unable  to  attend  that  session  due  to  schedul- 
ing conflicts. 

I  would  like  to  take  this  opportunity  to  respond  to  your  request  for  comments  re- 
garding programs  and  policies  at  the  Federal  level  designed  to  improve  access  to 
health  care  in  rural  areas.  I  don't  believe  that  there  are  any  specific  pieces  of  legis- 
lation, either  current  or  under  consideration,  that  I  could  speak  to  more  eloquently 
or  more  appropriately  than  will  any  of  my  peers  attending  your  hearing  by  invita- 
tion. Therefore,  I  will  be  brief  in  my  statement. 

It's  obvious  that  cost,  quality,  and  access  remain  the  most  important  issues  in  the 
health  care  arena.  Any  piece  of  legislation  that  focuses  on  non-global  expenses  (i.e., 
government  programs  only,  exclucung  other  payers)  will  not  address  the  problem  in 
the  long  term,  incremental  band-aid  approaches  to  legislation  of  total  health  care 
reform  must  be  comprehensive.  All  payers  must  be  included  for  the  benefit  of  the 

Eatient  and  provider  communities.  I  Delieve  that  single-payer  system  is  the  answer, 
ut   political   gridlock   and   bi-partisan   stonewalling   is   counterproductive   to   its 
progress. 

Tne  payment  mechanism  is  the  key,  and  the  all-too-powerful  insurance  companies 
hold  the  combination.  Only  global  reform  of  the  payment  mechanism  will  provide 
continued  access  and  insure  quality  of  health  care  for  the  future. 
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Thank  you  for  your  concern. 


Statement  of  Sandra  Reese,  Administrator,  Lower  Umpqua  Hospital, 

Reedsport,  or 

I  want  to  express  that  I  was  pleased  and  honored  to  be  invited  to  the  field  hearing 
of  the  Appropriations  Committee  of  the  U.S.  Senate  in  Medford  on  Tuesday,  August 
10,  1993.  Please  accept  this  as  my  written  testimony. 

Lower  Umpqua  Hospital  is  a  40  bed  (22  Nursing  Home  and  18  Acute  Care)  Dis- 
trict facility  located  in  Reedsport  on  the  Southern  Oregon  Coast.  As  a  true  commu- 
nity hospital,  a  wide  range  of  services  are  provided  including  Home  Health/Hospice, 
Ambulance,  In-patient  and  Out-patient  Care,  Surgical,  Nursing  Home  and  Clinic 
Space  for  visiting  physician  specialists.  As  in  the  case  of  other  rural  hospitals  the 
main  issues  we  face  include: 

1.  Capital  Acquisition,  Facility  Maintenance  and  Replacement; 

2.  Recruitment  and  Retention  of  Medical  Staff — Primary  Care,  General  and  Or- 
thopedic Surgery;  and 

3.  Higher  overhead  costs  per  individual  served  due  to  wide  range  of  services  pro- 
vided to  smaller  population  and  a  shift  to  Medicare/Medicaid  population. 

In  addition  to  these  common  rural  health  issues,  the  shift  away  from  a  lumber 
based  economy  is  having  a  profound  effect  on  our  facility.  These  are  the  trends  oc- 
curring: 

1.  Existing  high  rural  unemployment  as  increasing  with  the  deletion  of  timber  re- 
lated jobs.  This  will  be  followed  by  an  out  migration  of  young  insured  families  from 
the  area,  resulting  in  the  remaining  population  being  older  and  poorer  than  pre- 
viously, eroding  the  financial  position  of  the  hospital  in  providing  care. 

2.  The  vacated  housing  created  by  the  out  migration  of  younger  working  families 
will  be  filled,  as  is  presently  the  case  on  the  Southern  Oregon  Coast,  by  retired  sen- 
iors. This  will  further  skew  the  financial  position  of  the  hospital  because  Medicare 
which  covers  those  people  over  65  years  of  age  reimburses  hospital  and  physician 
services  at  lower  rates  than  those  received  from  insurance  of  working  families  that 
have  left  the  community.  Presently  25  percent  of  our  service  area  is  over  the  age 
of  65. 

3.  If  the  out  of  work  families  do  not  leave  the  area,  then  it  increases  our  uncom- 
pensated care  level  which  cannot  be  easily  absorbed.  The  Medicaid  percent  of  reve- 
nues increased  10  percent  since  1989  at  Lower  Umpqua  Hospital. 

4.  With  a  change  to  increasingly  more  Medicare/Medicaid  and  uninsured  popu- 
lation, physician  retention  and  recruitment  will  be  jeopardized.  We  have  already 
seen  this  occurrence  with  three  of  the  six  Family  Practitioners  leaving  the  Florence 
area  due  to  their  large  Medicare  population.  Replacement  of  retiring  or  vacated  phy- 
sician positions  which  is  already  difficult  will  become  much  more  so  with  an  elderly 
poor  population  base  to  support  practices.  The  community  currently  supports  eight 
fine  Family  Practitioners.  Two  will  be  leaving  at  the  end  of  this  August  with  no  im- 
mediate prospects  in  sight.  A  prospective  Orthopedic  Surgeon  we  have  been  courting 
for  the  past  18  months  visited  three  days  ago.  The  front  page  story  of  our  locd 
paper  at  that  time  was  International  Paper,  our  largest  employer,  was  closing. 

5.  With  the  out-migration  of  the  Medical  Staff,  the  hospital  cannot  survive. 

The  hospital  meets  the  needs  of  our  community  and  in  turn  supports  the  local 
economy  in  being  the  third  largest  employer.  Eighty  nine  cents  of  every  dollar  the 
hospitEil  takes  in  remains  within  this  community.  A  financially  strong  hospital  sup- 
ports the  communities  economy. 

The  hospital  also  is  important  to  the  city  infrastructure.  Strong  city  services  com- 
bined with  a  good  hospital  and  school  system  have  been  identified  by  the  city  Stra- 
tegic Plan  as  critical  to  the  attraction  of  new  business  as  we  diversity  from  depend- 
ing so  heavily  on  the  timber  industry.  The  transition  to  other  business  and  service 
industries  is  occurring.  The  infrastructures  must  remain  intact  to  attract  and  sup- 
port alternatives. 

During  the  past  20  years  over  10  percent  of  the  rural  hospitals  in  the  United 
States  have  closed.  Although  initially  it  was  thought  that  this  occurrence  was  a  nat- 
ural weeding  out  of  poor  quality  care  providers.  Studies  instead  have  evidenced  that 
these  facilities  provided  a  disproportionate  amount  of  care  to  the  poor  and  elderly. 
These  facilities  then,  because  of  the  poor  pay  or  mix,  were  not  able  to  remain  finan- 
cially viable.  Quality  care  then  was  no  longer  available  in  these  rural  communities. 

This  trend  could  continue  if  rural  health  is  not  very  carefully  considered  in  Na- 
tional Planning.  I  appreciate  the  opportunity  to  share  my  concern  and  I  am  very 
pleased  that  this  session  is  being  held  to  hear  the  issues.  I  feel  this  process  is  a 
positive  one. 
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In  closing,  my  suggestions  are  that  national  plans  should  include  the  following: 

1.  Assistance  in  financing  capital  needs. 

2.  Continued  incentives  to  physicians  to  locate  practices  in  rural  areas.  Implemen- 
tation of  a  medical  rural  practice  rotation  similar  to  that  of  Oregon  Health  Science 
University's  fine  program. 

3.  Continued  recognition  of  higher  overhead  necessary  in  providing  services  to  a 
small  population  with  large  percentages  that  are  unemployed,  elderly  and  fredl. 

Senator  Hatfield.  We  will  hold  the  record  open  2  weeks  for  any- 
one who  wishes  to  submit  written  testimony  for  this  hearing.  All 
you  have  to  do  is  write  it  and  address  it  to  me  in  Washington,  DC, 
the  U.S.  Senate. 

I  would  like  to  thank  each  of  you  for  taking  the  time  to  share 
your  views  on  rural  health  care  with  us  today.  The  testimony  you 
have  just  given  has  been  compelling.  I  share  your  concern  over  the 
unique  challenges  facing  rural  medicine  and  I  realize  that  ambi- 
tious and  innovative  solutions  are  required.  When  I  return  to 
Washington  to  join  the  ongoing  debate  on  health  care  reform,  your 
testimony  and  your  commitment  to  providing  an  efficient,  readily 
accessible,  high  quality  rural  health  care  delivery  system  will  go 
with  me. 

I  firmly  believe  that,  as  we  formulate  a  national  solution  to  the 
health  care  crisis,  we  have  a  responsibility  to  address  the  special 
needs  of  rural  America.  Your  comments  today  make  clear  that 
when  it  comes  to  health  care,  "one  size  does  not  fit  all."  You  have 
reaffirmed  my  belief  that  the  solution  to  rural  America's  health 
care  needs  does  not  lie  in  a  program  which  the  Federal  Govern- 
ment designs  and  manages.  Rather,  local  patients,  providers,  and 
administrators  must  be  given  the  flexibility  to  design  solutions 
which  best  fit  their  needs  and  must  then  receive  the  support  they 
need  to  implement  those  solutions.  We  must  also  be  aware  of  pro- 
grams like  the  Area  Health  Education  Centers  Program  and  the 
televideo  communications  capabilities  we've  seen  demonstrated 
today.  These  and  other  Federal  rural  health  programs  have  been 
proven  successful  in  improving  rural  health  care  and  must  continue 
to  receive  our  support. 

I  want  to  applaud  the  efforts  of  all  those  involved  in  rural  health 
care  delivery  in  Oregon.  I  am  proud  of  the  fact  that  Oregon  has  es- 
tablished a  national  reputation  for  innovative  leadership  in  the 
area  of  rural  health  care  reform.  Oregon,  through  experiments  in 
medical  education  and  training,  telemedicine  programs,  physician 
recruitment,  and  medical  network  development  has  shown  remark- 
able initiative  in  caring  for  its  rural  citizens.  While  we  have  reason 
to  be  proud  of  our  achievements,  we  must  also  look  to  the  future 
and  realize  that  there  is  still  much  to  be  done. 

I  would  like  to  thank  everyone  here  for  their  presence  at  this  im- 
portant hearing.  I  would  especially  like  to  again  express  my  appre- 
ciation to  each  of  the  witnesses  for  the  valuable  information  they 
have  provided  today. 

I  want  to  take  special  note  here  that  the  chairman  of  our  com- 
mittee is  Senator  Byrd  of  West  Virginia,  and  he  is  also  the  sub- 
committee chairman  on  labor,  health  and  human  services — no,  ex- 
cuse me.  He  is  the  chairman  of  the  full  committee  and  Senator 
Harkin  of  Iowa  is  the  chairman  of  the  subcommittee,  who  have 
given  support  to  this  hearing  and  with  whom  I  will  be  sharing 
these  experiences. 
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CONCLUSION  OF  HEARING 

Thank  you  very  much,  I  appreciate  very  much  everyone  being 
here.  The  subcommittee  will  stand  in  recess  subject  to  the  call  of 
the  Chair. 

[Whereupon,  at  11:10  a.m.,  Friday,  February  15,  the  hearing  was 
concluded  and  the  subcommittee  was  recessed,  to  reconvene  subject 
to  the  call  of  the  Chair.] 


Material  Submitted  Subsequent  to  Conclusion  of 

Hearing 

[Clerk's  note. — The  following  statements  and  articles  were  re- 
ceived subsequent  to  the  conclusion  of  the  hearing.  The  statements 
and  articles  will  be  inserted  in  the  record  at  this  point.] 
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STATEMENT  OF  PHYLLIS  R.  PETERSON,  PRESIDENT,  OREGON 
SOCIETY  OF  PHYSICIAN  ASSISTANTS,  KEIZER,  OR 

PE:   U.S.  Senate  Appropriations  Field  Hearing 

Rural  Health  Innovation  Demonstration  Act  of  1^93 

SB  1160 
HB  2529 

The  Oregon  Society  of  Physician  Assistants  (OSPA)  would  like  to 
acknowledge  the  ongoing  efforts  of  Senator  Mark  0.  Hatfield  to 
improve  health  care  services  for  the  people  of  Oregon. 

We  have  not  had  an  opportunity  to  read  the  bill's  language 
directly.  We  have  reviewed  the  summary  and  Senator  Hatfield's 
Floor  Statement  of  June  24,  1993,  and  offer  our  support  of  the 
four  proposals.  We  believe  that  federal  encouragement  of 
cooperative  efforts  and  incentives  can  improve  health  care 
access  to  rural  and  under  served  people.  Specifically,  in 
Oregon  these  measures  dovetail  well  with  the  phase-in  of  the 
Oregon  Health  Plan  and  the  establishment  of  a  Physician 
Assistant  training  program. 

In  forming  any  cooperative  network  it  is  important  to  provide 
for  participation  of  all  members  of  the  health  care  team.  We 
appreciate  the  inclusion  of  PA's  in  this  legislation.  We  ask 
that  careful  attention  be  given  to  including  all  providers; 
Physicians,  PA's,  MP's,  allied  health  providers  and  consumers 
in  the  decision  making  processes  for  cooperatives  supported 
through  the  proposed  grant  systems. 

The  recent  Oregon  Legislature  provided  start-up  funding  for  a 
PA  training  program  in  Oregon.  Our  efforts  to  establish  a  PA 
program  in  Oregon  were,  in  no  sma 1 1  part,  an  outgrowth  of  rural 
health  concerns.  It  is  our  belief  that  many  of  those  trained 
will  be  recruited  from  and  return  to  rural  Oregon.  The  proposal 
of  the  Rural  Health  Innovation  Demonstration  Act  to  provide 
grants  that  support  networking,  provide  start-up  funds,  fund 
development  and  implementation  of  mental  health  programs  and 
improve  AHEC's  ability  to  support  rural  providers  certainly 
will  enhance  recruitment  and  retention.  PA's  ace    supervised  by 
a  physician  and  practice  medicine  in  Oregon  as  in  most  states 
according  to  a  practice  description  approved  by  the  Oregon 
Board  of  Medical  Examiners.  If  a  patient's  medical  problem  is 
too  complex  for  or  unfamiliar  to  the  PA,  the  supervising 
physician  or  agent  is  always  available  for  consultation. 
Although  the  supervising  physician  may  not  be  on-site,  the 
PA-Physician  relationship  brings  the  expertise  of  the  physician 
to  a  community. 

Mrny  rural  practitioners  limit  or  discontinue  Obstetrical  care 
because  of  the  high  cost  of  malpractice  premiums  forcing  women 
to    travel  further  and^or  limit  care  for  this  important  time  in 
r.heir  Mves.  For  example,  the  Gilliam  County  Pura)  Health 
Clinic,  staffed  by  two  (2)  PA  s  pays  about  s  50Q0 .  annually  for 
T-a !  pr  act  !  ce  .  If  they  were  to  include  any  pre-naral  services, 
-his  figure  would  rise  ten  times,  or  sSO.OOO.  The  proposed 
assistance  Dv  coooeratives  to  rural  practitioners  for 
Tir.  :  pr  act  i  ce  oremiums  should  specif'-'  as  a  prioritv  costs  or 
Ct-s t  e t  r  i  ca  !  co''erace  . 

Another  oarrier  to  rural  health  care  delivery  that  this 
•eoislation  might  address  is  re imOursemen t  policy  and  practices 
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fcr  lon-physi c i an  providers.  Carrier  interpretation  of 

r^ '  Ticur  semen  t  regulation  can  adverselv  affect  access  to  care 

?nG   eave  patients  with  insurance  at  unnecessary  risk  for 

non-ccverace  of  their  medical  cSiCe  .    While  providina  start- un 

f'jncs  for  service  providers  is  imDcrtant.  tnere  are  many 

e::aTD'es  of  failed  clinics  throuchou't  the  nation  because  of 

chanaes  and  variance  in  reimbursement  policies.  In  Oreoon  there 

are  40  i?ural  Health  Clinics,  staffed  with  PA  s  and/ or  NP  s.  In 

three  Oregon  counties  PA  s  ar  the  only  on-site  medical 

pr  ac":  i  t  i  oners .  We  urge  that  you  consider  this  important  issue 

in  addition  to  addressing  malpractice  expenses. 

^s  Senator  Hatfield  stated  in  his  Floor  Statement  of  June  24. 
1''°'3.  pointed  out  the  measures  proposed  in  the  Rural  Health 
Innovation  Demonstration  Act  of  1'^<='3.  can  provide  important 
transition  into  comprehensive  health  care.  ?A  s  in  Oregon 
sucocrt  the  concepts  of  this  legislation  and  the  emohasis  on 
ccmnrehensi ve  health  care  including  mental  health. 


STATEMENT  OF  DAVID  L.  HARMAN,  ADMINISTRATOR,  HARNEY 
DISTRICT  HOSPITAL,  BURNS,  OR 

I  appreciate  your  invitation  to  attend  the  field  hearing  in 
Medford,  but  am  unable  due  to  prior  commitments.   However,  the 
three  individuals  that  were  indicated  as  scheduled  to  testify  are 
exceptionally  knowledgeable  about  rural  Oregon  and  I'm  very 
comfortable  that  they  will  present  the  general  problem  areas  very 
thoroughly.   I  would,  though,  like  to  give  you  several  specifics 
about  Harney  County  and  my  concerns  about  potential  healthcare 
reform. 

The  main  fact  that  differentiates  Harney  County  from  other  areas 
is  its  isolation.   It  is  over  80  miles  from  our  hospital  to  the 
next  closest  medical  facility,  which  is  smaller  still  than  ours. 
To  travel  to  the  next  larger  facility  with  wider  scope  of  service 
is  over  130  miles.   This  isolation  creates  both  a  real  need  for 
our  facility  and  a  challenge  to  maintain  operations. 

Among  the  challenges,  the  two  that  are  most  difficult  are 
finances  and  recruiting  of  medical  professionals,  particularly 
physicians.   The  isolation  affects  both  through  limited  service 
area  potential  and  limited  recruiting  attractions.   Any  potential 
healthcare  reform  needs  to  address  these  particular  areas  in  a 
positive  rather  than  negative  manner. 

If  you  would  grant  that  our  isolation  makes  this  facility  vital 
for  area  healthcare  needs  and  also  for  future  community  economic 
development,  any  proposed  reform  needs  to  consider  its  impact  on 
us  and  similar  facilities.   Areas  of  special  concern  include 
adequate  reimbursement,  recruiting  incentives,  standardization  of 
billing,  reduced  regulation  and/or  regulation  appropriate  to 
facility  size  and  tort  reform.   Additionally,  I  think  that 
frontier  facilities,  such  as  in  Burns  and  Lakeview,  need  special 
recognition  and  corresponding  accommodations  to  remain  viable. 
Our  communities  already  support  us  through  property  taxes,  but  we 
need  consideration  in  any  reform  proposal  -  not  additional 
expense  and  redtape . 

Thanks  for  soliciting  my  opinion.   Please  let  me  know  if  I  can 
help  in  any  other  way. 
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STATEMENT  OF  DR.  TERENCE  J.  PARR,  LAKE  COUNTY  MEDICAL 
CLINIC,  INC.,  LAKEVIEW,  OR 

fts  a  rural  practitioner  in  Eastern  Oregon,  for  the  pa-st  12  years  I  have  been  extremely 
interested  and  active  in  the  politics  of  rural  health  care.  Over  the  past  12  years  I 
have  seen  an  improvement  and  a  much  greater  interest  of  the  general  public  in  the 
plight  of  the  rural  doctor.  However,  there  are  some  amazing  gaps  in  the  efficacy  and 
availability  of  health  care  in  our  rural  area.  One  of  the  most  important  gaps  is  the 
retention  and  recruitment  of  providers. 

I  am  a  resident  at  Lakeview,  Oregon  and  a  Board  Certified  Family  Physician.  I  have  one 
other  partner  who  is  a  Board  Certified  Family  Physician  as  well.  Ue  have  two  other 
active  physicians  in  town  one  of  whom  is  over  70  years  old.  Ue  have  an  extremely  busy 
practice  and  offer  a  full  variety  of  surgical,  medical,  pediatric  and  obstetrical  care 
to  our  patients.  Over  the  past  several  years,  the  recruitment  of  other  providers  to 
our  area  has  proven  to  be  a  rather  difficult  problem.  The  retention  of  providers  has 
also  proven  to  be  somewhat  of  a  difficulty. 

The  Stale  of  Oregon  has  made  some  excellent  strides  in  trying  to  rectify  this  situation 
by  the  recent  initiation  of  the  Area  Health  Education  Center  program  (AHEC)  and  by  tax 
credit  for  rural  providers.  Again,  AHEC  is  a  seed  that  has  been  sown  over  the  past 
five  years  and  is  beginning  to  grow  very  nicely  at  the  present  lime.  This  has  not 
quite  yet  born  fruit  but  we  have  very  little  doubt  that  over  the  period  of  the  next 
five  years  we  should  notice  a  much  higher  interest  in  providers  wishing  to  become 
generalists  in  rural  areas.  However,  this  will  take  a  continuation  of  the  AHEC 
program,  a  more  equitable  reimbursement  for  family  physicians  in  our  rural  areas,  and 
more  equitable  reimbursement  for  hospitals  in  the  rural  area  so  they  may  continue  to 
function.  Host  importantly,  this  will  require  a  very  active  program  of  training  for 
family  physicians  to  professionally  equip  them  to  handle  the  stresses  of  the  variety 
of  problems  seen  in  isolated  areas.  There  is  no  room  for  specialist  physicians  in 
these  areas.  The  most  "bang  for  the  buck"  is  in  well-trained  family  physicians  who  can 
provide  backup  for  each  other  so  they  are  able  to  maintain  somewhat  of  a  normal 
lifestyle. 

Uhen  rural  health  care  is  in  the  hands  of  well  trained  physicians,  the  care  becomes 
extremely  personal,  competent  and  efficient  and  much  less  costly.  I  have  every 
confidence  that  you  will  be  a  champion  of  our  cause  along  with  Representative  Smith  in 
these  areas.   Thank  you  for  inviting  me  to  take  part  in  your  forum. 


STATEMENT  OF  FRANK  TREMEL,  EXECUTIVE  DIRECTOR, 
OPEN  DOOR  CLINIC,  ROSEBURG,  OR 

I  had  the  opportunity  to  attend  the  field  heauring  of  the  Appropriat- 
tions  Comnittee  in  Medford  on  August  10,  concerning  Senate  Bill  1160 
to  improve  access  to  health  care  in  rural  areas.  I  have  read  the 
bill  and  cormend  you  for  your  concern  and  efforts  on  behalf  of 
health  care,  and  would  like  to  add  testimony. 

Open  Door  Clinic  is  one  of  the  two  new  clinics  for  low-income  people 
referred  to  by  Meadow  Martell  in  her  testimony  before  you  on  August 
10.  We  are  recipients  of  funding  through  the  Rural  Health  Outreach 
Grant  Program  and  the  Federal  Office  of  Rural  Health  Policy.  We  are 
now  in  our  third  and  final  year  of  funding  through  this  program, 

I  heartily  conctir  in  the  need  for  providing  health  care  in  rural 
areas  where  it  is  not  now  available.  This  became  more  evident 
at  the  hearing.  However,  I  became  concerned  by  what  I  was  not 
hearing.  That  is  the  inadequacy  of  health  care  for  low-income 
individuals  in  areas  where  sufficient  numbers  of  physicians  are 
available! 

We  now  have  over  125  physicians  in  the  Douglas  County  area.  However, 
only  about  a  dozen  of  these  are  willing  to  take  additional  Medicaid 
or  other  low-income  patients  at  the  present  time!   Also,  because 
we  were  unable  to  staff  our  clinic  with  volunteer  physicians  or 
hire  a  nurse  practitioner  because  of  their  shortage,  we  were  forced 
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to  hire  a  full-tiine  physician  in  order  to  provide  the  services 
so  desperately  needed.  This  becomes  increasingly  significant  when 
you  consider  the  current  situation  in  Douglas  County. 

Adult  and  Family  Services  cites  a  caseload  of  9,754  individuals 
eligible  for  medical  assistance  in  our  county  as  of  June  30,  1993, 
and  the  figure  has  grown  since  then.  Approximately  two-thirds 
of  these  are  children.  These  figures  doe  not  include  those  who 
are  near  or  below  the  poverty  level,  but  do  not  qualify  for  medical 
assistance.  It  is  estimated  the  implementation  of  the  Oregon  Health 
Plan  will  double  these  figures!  This  does  not  include  the  implica- 
tions of  decreased  timber  availability  under  the  President's  option 
nine,  in  one  of  the  most  timber  dependent  counties  in  the  country! 

Sane  are  estimating  as  many  as  25,000  people  in  Douglas  County 
could  become  eligible  for  assistance  once  all  programs  are  in  place. 
Who  is  to  take  care  of  them?  Certainly  not  just  Open  Door  Clinic, 
Douglas  County  Health  Department,  the  two  hospital  emergency  rooms, 
and  the  few  physicians  who  are  willing  to  take  on  new  low-income 
patients! 

The  majority  of  our  patients  at  Open  Door  Clinic  are  those  who 
are  not  poor  enough  to  qualify  for  assistance,  but  cannot  afford 
health  insurance.  We  also  accept  Medicaid  and  Medicare  patients. 
Over  98%  of  the  patients  seen  at  Open  Door  Clinic  report  they  have 
gone  without  health  care  because  they  could  not  afford  it.  We 
have  seen  over  1,600  of  these  people  as  new  patients  since  we  opened 
in  February,  1992,  just  18  months  ago,  with  250  to  300  patient 
visits  each  month.  This  was  accoriplished  by  one  physician,  one 
nurse,  and  our  receptionist. 

We  are  enclosing  two  newspaper  articles,  one  an  unsolicited  editor- 
ial, from  our  local  newspaper,  that  also  tell  the  story. 

Open  Door  Clinic  is  working  closely  in  partnership  with  the  County 
Health  Department  and  other  service  providers  in  the  area  to  open 
up  access  to  health  care  to  all  low  income  individuals  in  our  county. 
Whyke  our  clinic  of fers ,  its  services  on  a  sliding  fee  scale,  no 
one  is  denied  because  they  are  unable  to  pay.  As  increasing  numbers 
become  eligible  for  assistance,  our  goal  is  to  assure  all  of  these 
citizens  they  have  access  to  the  health  care  they  need.  We  are 
dedicated  to  providing  quality  health  care  to  the  low  income  people 
of  Douglas  County. 

We  ask  Congress,  in  your  deliberations  regarding  health  care  in 
remote  rural  areas,  that  you  also  consider  options  to  ijrprove  deliv- 
ery of  health  care  to  low- income  people  in  other  areas  as  well. 

Thank  for  the  opportunity  to  corrment.  We  look  forward  to  contin- 
uing to  work  together  in  the  delivery  of  essential  health  services. 
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[From  the  News  Review,  (OR)  February  1993] 

Open  Door  Clinic-A  Low-Cost  Savior 
Facility  offers  medical  aid  for  poor  residents 


Albert  P.  Radcliff  II  moves  slowly 
around  his  small  apartment  In  the  cen- 
ter of  IhtWill  hne  dislricl 

On  good  days,  he  goes  for  short 
walks  in  llic  neighhorliood  A  ballcrcd 
Dihic  and  cidcily  television  set  keep 
him  company  He  doesn't  spend  a  lot 
of  lime  with  either,  though  DIurrcd 
vision  in  his  riglil  eye  makes  words 
and  Images  jumpy  aflcr  a  while 

Dales  lend  In  slip  (KiI  of  Radcliff's 
mcnioiy  Pul  he  believes  il  was  ahoiil 
Ihrcc  monlhs  ago  when  he  slaricd  gel- 
ling sick  headaihes  and  di77y  spells 
Ihal  wouldn't  go  away. 

"I  never  had  a  migraine  before  so  I 
doni  know  if  ihal's  what  it  was."  Rad- 
clilT  said  "ttiii  fill  two  or  three  days  I 
cotildnl  even  lay  ilown  or  sil  where  I 
am  now  and  not  have  II  bun" 

Al  some  point  -  Radcliff  isn't  sure 
when  -  he  lu  ard  about  a  place  where 
people  could  go  gel  n^cdical  help  for 
$5  a  visil. 

RadcliK  said  he  went  lo  the  Open 
Doot  Clinic  al    1^1.  S.R.  Tine  .Sucel 
and  was  examined  by  l)r   Leslie  Mc- 
Ciillough.  who  referred  hini  to  a  Rosc- 
biirg  neurosurgeon    Radcliff  credits 
Dr.  Recs  Freeman  with  discovering 
ibe  brain  tumor    Radcliff  said  be 
was  told  he  had  been  carrying  it  the 
post  1 2  to  1 5  years 

Poor  bcahh  had  kept  Radcliff.  49, 
from  working  full  time  for  several 
years  His  last  job  was  al  a  Harvard 
Avenue  service  station,  and  he 
hasn't  had  medical  insurarKe  cover- 
age for  more  than  a  decade 

Dm  he  has  an  outpatient  medical 
card  at  the  Open  Door  Clinic,  where 
he  can  see  a  dcxrior  and  get  mcdica- 
lions  And  he's  grateful  to  be  alive 

"I'm  not  discouraged.  It's  God. 
it's  dial  guy  up  Ihcrc.  it  just  wasn't 
my  time  lo  go. 

"I  diink  I'm  a  medical  mess  bul 
I'm  gUid  10  he  here  " 

Radcliffe  is  one  of  1.241  people 
who  turned  lo  the  Open  Dooi  Clinic 
for  ireaunent  last  year  The  clinic 
opened  f'eb.  y.  1992.  with  a  mission 
to  help  low-income  people  with  Ut- 
ile or  no  access  lo  health  care 

Manager  I  rank  Tremel  said  the 
clinic's  caseloads  are  mushrooming 
each  monihClinic  records  show 


175  new  palienis  sought  medical 
care  In  January. 

During  ihe  eleven  monlhs  the 
clinic  was  open  in  1992.  184  pa- 
tienlj  were  single  parents  and  99 
were  homeless.  Children  18  and  un- 
der made  up  244  of  the  patients. 

Records  also  show  94  percent  of 
patients  treated  last  year  were  un'm- 
surtd;  78  percent  said  Ihey  couldn't 
afford  medical  care  and  wouldn't  be 
able  10  get  il  if  the  clinic  were  nol 
open 

And  327  people  said  Ihey  were 
denied  care  elsewhere,  mostly  for 
Pinancial  reasons.  Tremel  said 

"It's  astounding  lo  try  lo  keep  up 
widi  what's  going  on  -  there's  such 
a  need,"  Tremel  said. 

L.anna  Speake  has  two  daughters, 
ages  9  and  2 

Her  husband  works  for  a  Rose- 
burg  car  deaJer  and  has  insurance 
only  for  himself.  Speake  and  her 
two  daughters  arcn'  I  covered. 

The  fajTuly  paid  $250  a  month  to 
cover  all  of  them  for  a  while,  but 
found  it  loo  much  of  a  burden  to 
coniinue. 

"I  know  what  it's  like  to  sil  al 
home  wiih  sick  kids,  worrying 
about  whether  you  can  lake  Ihcm  to 
a  doctor. "  Speake  said  'They  have 
simple  things,  just  colds,  bul  if  you 
get  four  10  five  ear  infections  during 
die  winter  you  can  end  up  spending 
half  a  week's  pay  in  the  dixrior's  of- 
fice each  lime." 

Speake  calls  die  clinic  "a  bless- 
ing." 

"You  can  pay  according  lo  in- 
come, and  il  feels  goixJ  to  know  I 
can  take  the  children  to  a  doctor" 

She  said  the  doctors  and  other 
clinic  staff  members  are  profession- 
al and  skilled,  and  she  appreciates 
gelling  free  or  low-cost  medication. 

If  it  weren't  for  die  Open  Door 
Clinic.  Speake  s.aid  she  and  her  hus- 
band would  find  medical  care  for 
the  girls  but  Tind  diemselvcs  unable 
lo  pay  odier  bills 

Patient  records  show  the  clinic 
has  treated  people  from  nearly 
every  community  within  the  county. 
from  Azalea  to  Yoncalla.  Tremel 
said  low-income  people  from  I'!u- 
gene.  Portland.  Ashland  and  Kla- 
math Falls  have  stopped  in  while 
passing  through  Roscburg 


Tremel  credits  Dr.  Sharon  Thrall. 
Douglas  County  health  ofncei.  wiUi 
doing  Ihe  most  lo  get  the  Open 
Door  Clinic  off  and  running  He 
said  she  started  looking  into  needed 
legal  work  and  incorporation  papers 
back  in  1987.  and  organized  Ihe 
board  of  direclors.  which  now  has 
15  members. 

Dr  Michael  Anderson,  a  physi- 
cian who  formerly  practiced  in 
Roseburg.  donated  ihe  costs  of  re- 
modeling the  former  insurance 
agency  building. 

A  new  location  is  being  scouted 
out.  and  clinic  slaff  hope  to  move 
eventually. 

"We  outgrew  this  place  ihe  day 
we  opened,"  Tremel  said  of  the 
8.000  square-foot  building  "We 
have  some  equipment  in  storage 
right  now  because  we  don't  have 
room  for  it  here  " 

Full-lime  staff  members  besides 
Tremel  are  a  registered  nurse  and 
receptionist-billing  clerk.  McCul- 
lougb  is  the  clinic's  medical  direc- 
tor, and  is  available  20  hours  a 
week  A  pan-lime  nurse  practitioner 
rounds  out  die  paid  staff  Four  nurs- 
es and  five  physicians  volunteer  a: 
dieir  schedules  allow.  Volunteer  of- 
fice help  is  available  some  days  as 
well,  but  Tremel  and  bis  staff  would 
welcome  more  of  il. 

Lab  and  X-ray  services  now  are 
being  donated  by  Mercy  Medical 
Center;  Douglas  Community  Hospi- 
tal has  done  Uie  same 

Equipment  has  been  donated  by 
individuals  and  groups  such  as  the 
Community  Cancer  Center  Tremel 
said  die  clinics  biggest  need  now  is 
for  antibiotics. 

"Right  now  we're  seeing  mostly 
(lus.  infections  and  colds  -  all  win- 
ter-related." 

Radcliff  praises  clniic  organizers 
for  "nol  just  looking  for  the 
almighty  dollar." 

'T  his  gives  people  a  lot  of  hope," 
he  s.iid,  "1  hey  care  a  lot  about  some 
of  the  less  fortunate  and  1  really  like 
that  a  loi." 

Clinic  slaff  members  see  patients 
by  appointment  between  9  am.  and 
4  p  m.  Monday  dirough  Friday,  lo 
make  an  appoiniincnl,  call  672- 
9596. 


Clinic  Seeks  Support  to  Become  Self-Sufficient 


If  die  Open  IVxir  Clinic  is  lo  continue  giving  hcaldi  care  to  the 
hundreds  of  county  residents  who  can't  aflord  it  elsewhere,  il  must 
become  self  supporting 

And  dial  means  gathering  more  comniuniiy  suppori,  said  Frank 
Tremel,  clinic  manager. 

The  clinic  received  a  fedecal  grant  of  $S3.(XX)  for  die  current  fiscal 
year.  The  figure  drops  to  $54,000  the  following  year  and  ui  zero  the 
year  beyond  that 

The  federal  grams  were  designed  as  startup  money  Aflcr  dial,  the 
community  is  on  its  own  and  must  decide  whether  it  will  support 
Open  Door  services.  Tremel  said 

"Raising  thai  money  locally  will  take  real  coinmltniem  lo  keep  it 
going. "  Itcmel  said  He's  pl.inning  a  pledge  camp.iign  lo  get  conui- 
bulions  from  hodi  groups  and  individiuals 

Major  contributors  now  include  die  Douglas  Community  Founda- 
tion. Douglas  County  Youdi  Services  Commission.  Kenneth  Fold 


F.amily  Foundation,  die  Meyer  Memorial  Trust  and  die  Oregon  Com- 
munity Foundation. 

"We  pay  st.Tffing  and  exams  and  diagnosing,  bul  lab  services  and 
cosl  of  medication  we  can  I  provide."  be  said  "Wh.al  gixx)  docs  il  do 
lo  bring  people  in  here,  ex.iinine  dicm  and  ttcat  dicin  and  nol  have 
the  medication  lo  prescribe'" 

The  clinic's  budget  diis  year  is  $187,000.  Tremel  said  probably 
less  th.in  $6.0(X)  came  from  patients.  The  clinic  charges  a  sliding 
scale  fee,  often  $5  m.axiinum  per  visil.  Dul  no  one  is  turned  away  for 
l.ick  of  money.  Tremel  s.aid 

"All  of  us  became  involved  here  because  we're  vcrv  much  aware 
of  the  need  and  we  have  a  lot  of  satisfaction  in  seeing  what  is  being 
done  for  our  patients."  he  said. 

"1  he  needs  wdl  increase  and  die  needs  for  supplies  will  increase, 
and  Ihe  real  need  Uie  community  will  face  is  to  keep  ibis  place  go- 
ing " 
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[From  the  News  Review,  (OR)  June  6,   1993] 
Open  Door  Clinic  an  asset  to  community 


The  Open  Door  Clinic  in  Roseburg  is 
doing  ail  it  can  to  prop  its  doors  open  a 
little  wider  to  the  community  and  pro- 
vide health  care  for  needy  residents. 

Faced  with  the  prospect  of  its  federal 
grant  running  out,  clinic  organizers 
have  sought  and,  so  far,  successfully 
captured  $30,CXX)  in  grants  for  continu- 
ing service  to  all  who  need  it.  Tlie  clinic 
foundation  hopes  to  hear  more  good 
news  on  June  25,  when  community 
block  grants  are  announced. 

All  who  have  worked  to  make  the 
clinic  a  success  are  to  be  commended 
for  tJicir  efforts.  Serving  1,241  patients 
txjtween  February  1992  and  February  of 
this  year,  the  clinic  staff  fills  a  vital 
need  in  Roseburg.  Those  receiving  pub- 
lic assistance  or  who  fall  between  tlie 
cracks  of  our  health  care  system  are 
able  to  find  care  at  the  Open  Door  Clin- 
ic. Children  and  adults,  the  uninsured 
and  the  homeless  are  all  treated  regard- 
less of  ability  to  pay. 

Tlie  clinic's  staff  of  four  is  now  see- 
ing more  patients  than  ever.  Obviously, 
tiie  need  for  affordable  health  care  is 
not  going  to  go  away.  And  neitlicr  is  Llie 
need  for  tlie  clinic  to  expand. 

Under  current  guidelines,  about  9,000 
county  residents  are  eligible  for  pub- 
licly funded  medical  care.  If  the  Oregon 
Health  Plan  takes  effect,  that  number 
will  double,  clinic  Manager  Frank 
Tremel  says. 


Tlie  clinic  board  hopes  to  move  the 
operation  to  a  roomier  building  some- 
Lime  next  year  and  still  have  the  staff 
and  supplies  to  meet  the  swelling  de- 
mand. It  kicks  off  a  communitywide 
fund-raising  effort  June  15  to  finance 
1993-94  operations.  Tremel  sets  the 
fund-raising  goal  at  about  $35,000  if 
upcoming  grant  applications  are  suc- 
cessful. 

Some  things  to  consider  when  the 
clinic  sends  out  the  alert  thai  help  is 
needed: 

•  Of  the  1,043  patients  that  doctors 
and  nurses  treated  during  tJie  first  four 
months  of  1993,  500  were  new  patients. 

•  About  90  patients  come  into  the 
clinic  each  week  for  care. 

•  About  235  people  were  seen  in 
April;  193  said  they  were  uninsured  and 
217  said  they  could  not  afford  medical 
care.  More  than  800  people  seeking 
care  since  Jan.  1  said  they  are  unin- 
sured. 

•  Clinic  records  show  people  have 
come  for  treatment  from  nearly  every 
community  in  Douglas  County. 

•  Tremel  believes  the  clinic  has  the 
potential  to  and  must  sec  an  average  of 
30  patients  a  day  to  meet  the  area's  goal 
of  accessible  healtli  care  for  all. 

llie  Open  Door  Clinic  is  a  worthy  as- 
set in  Roseburg  and  has  the  potential  to 
do  even  better  work.  When  the  call  goes 
out  for  help,  you  can  rest  assured  it's 
needed. 
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